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Abstract 
UNDERSTANDING THE RELATIONSHIP BETWEEN WOMEN’S 
PARTICIPATION AND HEALTH IN UTTAR PRADESH, INDIA 
 
Candace H. Feldman, Gary L. Darmstadt, Vishwajeet Kumar, and Jennifer P. Ruger 
(Sponsored by Michael Cappello). Departments of Pediatrics and Epidemiology and 
Public Health, Yale University School of Medicine, New Haven, CT. 
 
 The purpose of this qualitative research study was to better understand 
perceptions of the limitations, motivations and influence of women’s political 
participation on the health of a community in northern India. This study was nested 
within a larger community-based participatory neonatal health intervention led by the 
Saksham study group. Eighteen small focus groups were held in the rural villages of 
Shivgarh, separated based on gender, age category, and parent study intervention status. 
Scenarios were presented on culturally sensitive, locally relevant topics surrounding the 
concept of women’s health agency, defined generally as a woman’s ability to advocate 
for better health. Qualitative results were analyzed based on four key discussion themes: 
participation, autonomy, agency/self-efficacy and health systems. Elder women were 
found to demonstrate the greatest sense of self-efficacy and as a group, cited the largest 
number of successful health advocacy efforts. Women consistently prioritized issues 
relating to education, child health and familial well-being. Male concerns included 
infrastructure repair, village development and need for business opportunities. Caste was 
a significant factor in that the greatest political party participation, and sense of self-
efficacy were seen among the highest and lowest caste members, and the strictest 
limitations to autonomy were among members of the warrior caste. Participation in the 
community-based intervention had varying effects, showing some differences in self-
efficacy, but rare improvements in participation, autonomy and the functioning of the 
  
 
health system. Conclusions include the need to keenly understand the local infrastructure 
and health system, cultural norms surrounding autonomy, and male and female 
perceptions of participation and self-efficacy to appropriately define and ultimately 
improve women’s health agency. In addition, in order for a community-based 
participatory health intervention to truly improve women’s empowerment, explicit 
strategies in keeping with this aim must be as central as the health-related goals.  
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Introduction 
 
 A woman’s ability to participate politically is shown in the literature to be 
intrinsic to her progressive empowerment. Further, a relationship between this 
participation and health has been alluded to in a number of studies. However, the 
motivations, perceptions and limitations surrounding women’s participation at the local 
level, and largely, the concept of women’s health agency, have never been formally 
studied in a qualitative manner. Prior studies suggest a potential synergistic effect when a 
health intervention is coupled with efforts to improve women’s political advocacy and 
involvement. Therefore, this study aims to provide a realistic, comprehensive 
understanding of women’s health agency, defined generally as woman’s ability to 
advocate on her own behalf and for her family for better health, in the context of a 
preexisting community-based health intervention. Further, this study also investigates the 
male perspective on women’s health agency which has largely been overlooked in the 
past. The knowledge obtained through this formative research will provide a framework 
to improve future community health interventions and, ultimately aims to contribute to 
the greater realization of women’s empowerment.  
 The first section consists of a review of the literature relating to political 
participation as a human right and as an aspect of empowerment and the specific studies 
that evaluate the relationship between this and varying measures of health. Incorporated 
in this review are past studies that took place in India, justifying the chosen location for 
this research. Certain gaps in prior research, most notably the lack of understanding of 
male perceptions, inadequate representation of informal means of women’s participation 
particularly at the household and community level, and lack of follow-up on the influence 
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of health-related community based interventions on individual advocacy, will be 
addressed by this study.  
 The subsequent section delves into the specific justification for this study both 
through theoretical models and the literature review, and proposes the purpose, objectives 
and hypothesis for this research. The parent community-based health intervention, led by 
the Saksham study group, will also be described here in terms of its role in the 
development and analysis of this study. The focus group methodology will then be 
explained suggesting why this was chosen as the best way to obtain somewhat sensitive 
qualitative data in the subset of villages in northern India. Four central themes found to 
be intrinsic to women’s health agency were incorporated into the focus group 
methodology and the qualitative analysis. These include participation, autonomy, 
agency/self-efficacy and health systems. These themes stem from gaps in past studies and 
the goal to achieve a more comprehensive understanding of the concept of women’s 
health agency in this community context.   
 The final sections include a description of limitations based on field notes from 
the study, thematic analysis of the qualitative results, and a discussion of the relevance 
and applicability of these results to future studies. Results were categorized by the 
aforementioned themes and compared across intervention and non-intervention villages, 
between young and elder age groups and between women and men. Certain issues 
relating to caste and poor infrastructure were anticipated, but their impact was 
underestimated. The importance of elders in village traditions was pervasive and possibly 
more striking than the distinction between men and women. Differences in the reliance of 
villagers on external organizations and on political structures were particularly profound. 
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Overall, both formal and informal channels of women’s local participation are described 
and perceptions, obstacles, and realities of advocacy and its impact on the local health 
system are addressed. Finally, a set of recommendations are offered to respond to the 
findings of this study by providing goals for future community-based health 
interventions. 
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A review of the literature 
 A woman’s ability to advocate on her own behalf, and on behalf of her family, is 
a fundamental human right. If a woman cannot represent her own needs and those of her 
children in a political setting that permits positive chance, she is not truly empowered. 
Therefore, the progressive realization of this right to political participation, formally and 
informally, and at all levels—individually, nationally and internationally—is central to 
the process of women’s empowerment.  
 However, women’s political participation is not a straightforward concept, nor 
does it lend itself to solely quantitative measures. Across the world, women are 
underrepresented, and oftentimes, descriptive representation does not correlate with 
substantive power.
1
 A quantitative characterization of the social, cultural, religious, and 
political obstacles facing women through national survey data is limited. The role of 
personal motivations, or perceptions of self-efficacy among women who do choose 
participate politically, is also frequently overlooked. Furthermore, studies of the impact 
of women’s participation on health often ignore informal channels of participation, as 
well as advocacy at the household and community levels. However, it is argued that these 
routes are not only more accessible to women, but also that they have a more direct, 
measurable effect on health processes and outcomes.  
 This section provides a review of the literature on women’s political participation, 
with a particular focus on the developing world, and the relationship between 
participation and health. Both human rights-based and operational definitions of 
empowerment and of political participation will be presented and evaluated in terms of 
applicability to women. Subsequently, the motivations, obstacles, perceptions and 
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realities of women’s participation as described in the existing literature, will be 
addressed. The influence of women’s participation on the allocation of public goods, and 
on child and women’s health outcomes, and the limitations in current methodology to 
study this concept will also be described. Ultimately, this section aims to provide the 
framework and justification for this study and to demonstrate the centrality of a woman’s 
ability to participate politically to the improvement of the health of her community.  
 
What is women’s empowerment? 
 
The Fourth World Conference on Women in 1995, and the Beijing plus Five 
Conference in 2000 both focused on gender equity, stimulating an increased call to action 
to understand, measure, and improve women’s empowerment.
2
 Empowerment is 
extremely difficult to quantify, and may differ in both actuality and perception across 
cultures, political systems and societies. However, the strongest measures of 
empowerment rely on the framework of universal human rights which transcend local 
structures of gender inequality. When looking at empowerment from a public health 
standpoint, one aims to analyze it in terms of a measure, a process, or an outcome. The 
following section will describe these operational approaches to the definition of 
empowerment, specifically with respect to women.   
Empowerment is more often used to advocate for a policy or an intervention 
rather than as a term to define, or as a tool for analysis. Most broadly, empowerment is 
described by the World Bank as “the freedom of choice and action,” as it applies to 
women or any other disadvantaged group, socially, economically or otherwise.
3
 There is 
some difficulty in the application of this definition to women. The World Bank document 
considers empowerment in terms of the poor, or a disadvantaged group with a designated 
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place in society. Women, however, transcend these group boundaries, and the focal 
points of disempowerment occur across societal levels from the household to formal 
institutions.
4
  
One frequently cited definition of empowerment is “the expansion in people's 
ability to make strategic life choices in a context where this ability was previously denied 
to them.”
5
  This is often explained as having two components: the change from a prior 
situation of disempowerment, and existence of human agency to choose amongst real 
alternatives that do not bear unreasonably high costs.
4
 The role of accountability may be 
added, such as in this alternative World Bank definition: “the enhancement of assets and 
capabilities of diverse individuals and groups to engage, influence and hold accountable 
the institutions which affect them.”
6
   
 In a United Nations document, women’s empowerment was described as having 
five components: women's sense of self-worth; their right to have and to determine 
choices; their right to have access to opportunities and resources; their right to have the 
power to control their own lives, both within and outside the home; and their ability to 
influence the direction of social change to create a more just social and economic order, 
nationally and internationally.”
7
 This, in addition to the World Bank definition, has a 
clear institutional, policy component. However, here too “institution” may be multi-
faceted starting with the individual, the household and the community, and then moving 
to more widespread national and international levels.  
When discussing the policy implications of empowerment, the definition has also 
been extended to include power, decision-making and control. In this context, it has been 
described as “women’s actual exercise of power over the allocation of resources, her 
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level of control in decision making positions, and her ability to control and determine 
public policy, regulations and laws.”8  Other definitions relate to a woman’s self-reliance, 
her individual capacity to advance, and overall, to her autonomy. One interesting 
definition includes self-indulgence, or the ability for a woman to be “unproductively 
free.”
9
 This implies that true women’s empowerment enables a woman to experience 
leisure, or for example, allows her to put aside money freely for her own use. It may not 
be possible, however, to generalize this definition across socioeconomic classes.  
A number of definitions approach empowerment from the viewpoint of “bottom-
up” development. This involves the concept of agency, or self-efficacy, whereby 
individual women are charged with the responsibility of being the agents of change in 
their lives.
4
 However, two important caveats to this definition include access to resources 
and structural support. Alone, agency, resources and structural support each are not 
sufficient to explain empowerment. For example, pure access to resources may not 
actually lead to greater control over resources especially in places where legal statutes do 
not significantly influence practice. Similarly, structural support, such as seats reserved 
for women, may not actually matter if women do not have the agency or the resources to 
get elected to office, or if the system will not permit them to have any real effect once 
elected to a position. Alternatively, patriarchical structures may serve as obstacles even 
with ample resources and strong self-efficacy. 
Therefore, an operational definition of empowerment that combines these 
concepts of agency, structure and resources in terms of women’s status may be the most 
appropriate. For the purposes of this paper, women’s empowerment will therefore be 
defined as the degree of women’s personal access to, and control and influence over 
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material and social resources within the household, in the community and in the 
society.
10, 11
 Here, material resources may include food, income, land, and other forms of 
personal and family wealth, and social resources include education, power, class, and 
prestige.
12
 This personal access, control and influence stem from a woman’s agency and 
may relate equally to her perceived power to effect change as it does to her tangible 
wealth of resources.  
 
Women’s empowerment as a human right 
 While the goal is often to operationally define women’s empowerment, it is 
necessary to understand the human rights framework that transcends socio-cultural 
distinctions and provides the basis and motivation for this concept. The United Nations 
(UN) Declaration of Human Rights explicitly states in Article 2 that “everyone is entitled 
to all the rights and freedoms set forth in this Declaration, without distinction of any kind, 
such as race, color, sex, language, religion, political or other opinion, national or social 
origin, property, birth or other status.”
13
 The remaining articles spell out these rights and 
freedoms including, but not limited to, the right to education, the right to security, the 
right to recognition under law, the right to a standard of living compatible with good 
health and well-being, the freedom of movement, the freedom to willfully consent to 
marriage, freedom of thought and religion, and the freedom to assemble peacefully.
13
 
Women’s empowerment, essentially, is women’s progressive realization of these 
universal human rights set forth by this declaration. 
Women’s rights as human rights have come to the forefront of international 
discussion particularly since the UN General Assembly adopted the Convention on All 
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Forms of Discrimination Against Women (CEDAW) in 1979. CEDAW specifies that 
women and men are entitled to “equal enjoyment and exercise of human rights and 
fundamental freedoms in civil, cultural, economic, political and social fields.”
14
 
Furthermore, it goes beyond other human rights treaties by requiring states that ratify the 
Convention to take all appropriate measures to “eliminate discrimination against women 
by any person, organization or enterprise.”
 15
 It also provides an international legal 
framework for women’s empowerment in the development process and specifically 
addresses issues of primary concern to women. Since the International Conference on 
Human Rights, held in June 1993 in Vienna, political will and international support for 
women’s human rights has increased substantially.
15
 As a result, the UN Commission on 
Human Rights appointed a Special Rapporteur on violence against women, and pledged 
its support to integrate the rights of women into the human rights mechanisms of the 
United Nations.
14
 Subsequent global conferences, including the 1994 Cairo Conference 
on Population and Development, the 1995 Beijing Women’s World Conference, and the 
2000 Beijing Plus Five Conference on Gender Equality, Development and Peace for the 
21
st
 Century have offered reviews of international policies and programs and have re-
examined their impact from a gender perspective.
2
  
 Overall, while it is important to note that the semantics of an operational 
definition of women’s empowerment may differ across cultures, the fundamental premise 
of empowerment is the achievement of these universal human rights to which all 
individuals are entitled. The movement by international institutions such as the UN to 
create a gender perspective to development programs through empowerment recognizes 
that women’s rights as a whole have yet to be realized. Therefore, it seems necessary to 
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operationalize empowerment to some degree in order to delineate specific barriers for 
women at the individual, family, community, national and international levels. By 
addressing these obstacles, the international community can tangibly and directly focus 
efforts to achieve these universal human rights. 
 
What is the relationship between women’s empowerment and health?  
 While the topic of women’s holistic empowerment is not the specific focus of this 
paper, it must be noted that its relationship to health has been documented extensively in 
medical, public health, and social science literature. One might even argue that “women’s 
empowerment” and “community empowerment” have become catch phrases for 
international programmatic efforts. It is necessary therefore, to discuss in brief, a few of 
the many studies that point to this relationship between the empowerment of women and 
health outcomes in part to justify the decision to narrow the subsequent study’s focus to 
one of many elements.  
One of the most notable contributions to our understanding of the relationship 
between women’s empowerment and health stems from analysis of Demographic and 
Health Surveys (DHS). The data derived from DHS questionnaires are used to develop a 
number of indicators that measure women’s status and empowerment.
16
 Most DHS data 
relating to empowerment are collected at the individual or household level and are often 
aggregated to obtain community-level indicators. Gender-related categories that are 
frequently analyzed in terms of empowerment include women’s participation in 
household decision-making, hurdles to accessing health care, gender-role norms that 
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justify men’s control over women, women’s financial autonomy, marriage, employment 
and contraceptive use decisions, and encounters with domestic violence.
17
  
A number of surrogate indicators have been combined in the attempt to assess 
empowerment. Demographic and health surveys, for example, use the age gap between a 
woman and her partner, whether a woman reads a newspaper/magazine at least once a 
week, whether she listens to the radio once a week, whether she is allowed to visit family 
and friends (with or without permission), whether she has decision-making control over 
health care issues, whether she has money set aside to use as she wishes, and whether she 
thinks domestic violence is justified, as the “empowerment variables.”
18
 Other proxies 
such as health, education level, knowledge and employment are often used to 
demonstrate the process of empowerment. The distance between these surrogate 
measures and true empowerment, however, is one limitation of this method. In addition, 
the weight placed on any one indicator or combination of indicators varies depending on 
location and socio-cultural norms.  
 One specific study examines the relationship between women’s decision-making 
and child health in twelve countries across the world. The authors, Desai and Johnson, 
defined empowerment in terms of whether women were making household decisions 
independently or not. The child health outcomes measured includes children’s 
vaccination status, nutritional status, and child mortality. Desai and Johnson claim that 
empowered women, notably those with household power, will allocate more to child-
oriented resources and health-enhancing behaviors. The study found that women’s 
empowerment had a consistent positive effect on children’s height-for-age and less of an 
effect on child immunization and child mortality.
12
 The authors concluded that household 
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empowerment of women may have the greatest effect on day-to-day nutritional status of 
the children. In terms of other outcomes such as vaccinations and mortality, even 
empowered women would likely have to involve other household members in 
preventative measures, and therefore less of a direct effect may be observed. 
Additionally, this study found different strengths of the relationship between 
empowerment and child health by region with the weakest in sub-Saharan Africa and the 
strongest in South Asia. This validates the hypothesis that there are a number of factors 
that play into empowerment, including socio-cultural factors and political structures, 
which may account for these distinctions.  
 An additional study uses India National Family Health Survey data for Mumbai 
and Maharashtra, India and the Mumbai Safe Motherhood Survey to study the 
relationship between women’s autonomy and use of maternal health care services.
19
 The 
study also made comparisons between slum and non-slum populations in the city of 
Mumbai and between urban and rural populations in the entire state of Maharashtra 
(where Mumbai is located). There were a number of important findings. Primarily, the 
study found that women who recently migrated to Mumbai’s slums from rural areas have 
higher autonomy and better access to maternal care than women in non-Mumbai urban 
areas. Specifically, the authors found that direct individual measures of autonomy, as 
opposed to proxy indicators such as education, were positively correlated with maternal 
care.
 
 Interestingly, it was also shown that women’s autonomy was a much stronger 
indicator of use and access to maternal health care when women were offered health care 
choices. The paper also emphasizes the need to look at individual-level factors when 
measuring empowerment, as opposed to relying purely on community-level indicators.
19
   
14 
 
 
 A clear commonality in all of the literature that addresses this relationship 
between empowerment and health is the difficulty in defining and measuring 
empowerment and autonomy. Many studies tend to look to several categories of 
empowerment including economic, socio-cultural, familial/interpersonal, legal, political 
and psychological, and may further divide each by level—household, community, and 
broader arenas.
4
 However, this is frequently complicated by the fact that empowerment in 
one of the dimensions does not imply empowerment in another, and similarly, overlap 
both in the positive and negative direction can skew the independent effects of each. 
Further, the outcome of interest in each paper, beyond those discussed, varies 
significantly, ranging from child health, nutrition and mortality, to maternal care, 
nutrition and reproductive health. Thus, it is clear that while the definition and analysis of 
empowerment as a variable related to health varies across studies, the fundamental tenet 
that empowering women will directly or indirectly improve maternal and child health 
remains constant.  
Studying Women’s Empowerment through Political Participation: An Operational and 
Human Rights Based Justification 
 
 As demonstrated by the previous sections, women’s empowerment is multi-
faceted and difficult to define. It is undeniable however that the concept of agency, or the 
ability to participate in and advocate for change, if provided with the necessary social and 
material resources and structures, is essential to its realization. The ability to participate 
politically can been viewed as a reflection of decision-making and control at the 
household level, as freedom and empowerment at the community level, and as true 
achievement of the right to advocate for one’s beliefs at the national and international 
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levels. Through both formal and informal channels, the ability to participate politically is 
intrinsic to holistic empowerment.  
 A human rights approach leads first to the aforementioned Universal Declaration 
of Human Rights, but also to the International Covenant on Women’s Civil and Political 
Rights. The Covenant declares in Article 3:  
“The States Parties to the present Covenant undertake to ensure the equal right of men 
and women to the enjoyment of all civil and political rights set forth in the present 
Covenant.”  
 
In addition, Article 25 states: 
 
 “Every citizen shall have the right and the opportunity, without any of the distinctions 
mentioned in article 2 and without unreasonable restrictions: (a) To take part in the 
conduct of public affairs, directly or through freely chosen representatives; (b) To vote 
and to be elected at genuine periodic elections which shall be by universal and equal 
suffrage and shall be held by secret ballot, guaranteeing the free expression of the will 
of the electors;  (c) To have access, on general terms of equality, to public service in his 
country.”
20
  
  
The Convention on the Political Rights of Women, ratified in 1952, first explicitly 
conferred this right of political participation to women. CEDAW then restated this right 
in Article 7:  
“States Parties shall take all appropriate measures to eliminate discrimination against 
women in the political and public life of the country and, in particular, shall ensure to 
women, on equal terms with men, the right: (a) To vote in all elections and public 
referenda and to be eligible for election to all publicly elected bodies; (b) To participate 
in the formulation of government policy and the implementation thereof and to hold 
public office and perform all public functions at all levels of government; (c) To 
participate in non-governmental organizations and associations concerned with the 
public and political life of the country.”  
 
In Article 8, this right is further extended to the international level:  
 
“States Parties shall take all appropriate measures to ensure to women, on equal terms 
with men and without any discrimination, the opportunity to represent their 
Governments at the international level and to participate in the work of international 
organizations.”
21
  
 
 The right of women to participate in the public, political sphere and to formally 
and informally exercise power and control over the allocation of resources seems central 
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both to basic doctrines of human rights, and to the roots of empowerment. Thus, a 
woman’s ability to aid directly in the determination of policies that affect her and her 
family is fundamental to any definition of empowerment. One can also extend this 
interpretation to the relationship between empowerment and health. Specifically, the 
Alma-Ata Declaration of 1978 states that “the people have the right and duty to 
participate individually and collectively in the planning and implementation of their 
health care.”
22
 This unequivocally confers this right to women as individuals in society, 
and guarantees their ability to advocate for better health. Moreover, it provides a basis 
through which women should be empowered politically, economically and socio-
culturally to achieve this right. In addition, the People’s Charter for Health reiterates the 
importance of empowerment in this domain by stating that “the participation of people 
and people’s organizations is essential to the formulation, implementation and evaluation 
of all health and social policies and programs.”
23
 Therefore, for the purpose of this paper, 
the focus will be on this particular element of empowerment—political participation— in 
terms of its contribution to holistic empowerment and its relationship to health processes 
and outcomes. This paper will not argue for the use of political participation as a proxy 
for empowerment, nor will it aim to provide a comprehensive strategy to understand the 
process of empowerment through participation. Rather, political participation will be 
described as a critically important component of multiple elements of women’s 
empowerment, from both an operational and a human rights perspective. Varying 
definitions and measurements of women’s political participation, and its relationship to 
health will be discussed. Overall, the goal here is to demonstrate the intricacies and 
implications involved in empowering women to be advocates of individual, community, 
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national and international health-related change, rather than simply as the targets of 
policies and programmatic endeavors. Further, the need to better understand this concept 
from a qualitative perspective will be proposed.  
 
What is political participation and how is it measured?  
 Political participation may be defined broadly by including knowledge of the 
political system and means of access to it, the right to vote, involvement in local 
campaigns and governing structures, representation in bodies of local and national 
government, and the ability to represent interests as a lobbying and voting bloc. When 
narrowing the definition to women, it is important to consider informal political 
participation, particularly at the community-level, where women may be especially 
involved.
24
 This participation includes women’s role in social networks, women’s 
organizations and civil society, and may be equally as important in promoting change in 
communities where formal political channels are less open to women. Therefore, a more 
applicable definition of women’s political participation may actually closely resemble 
political expression. This includes the rights women possess, formally and informally, to 
express dissatisfaction within their political and social culture, and their ability to be 
involved in all levels of the political process.
25
  
 Political and civil rights are capabilities necessary to reach a high-level of well-
being.
26
 In terms of empowerment, political participation may be described from the 
individual, the household, the community, the national and the international levels. 
Individual and household participation refer to knowledge of the political system, 
domestic/spousal support for political engagement, participation in household economic, 
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reproductive and health-related decision-making, personal motivation for engagement in 
community level organization and civil society, and the desire to exercise the right to 
vote in elections. Community involvement includes participation in village meetings and 
local campaigns, advocacy efforts for specific issues or legislation, and actual 
representation and leadership in local government. National participation may include 
women’s strength as a voting bloc, the ability to represent and transform women’s 
interests and women’s issues into effective legislation and simply, women’s numerical 
representation as legislators. On the international level, as stated in CEDAW, 
participation includes the woman’s ability to represent her country, to engage in the work 
of international institutions, and to rally for the rights and interests of women beyond the 
boundaries of her home-country.  
Past studies examining political expression and participation tend to focus on the 
national level. Few investigate these issues at the individual or household level, or at the 
community level. Further, there are few if any systematic examinations of the interaction 
between domains. The most traditional measures of political participation have been 
quantitative and include the percentage of female seats in parliament, in government at 
ministerial level and sub-ministerial level, and the percent of female legislators, senior 
officials and managers (of total).
25
 Some also include the number of women who voted in 
the last election. The UN Development Program’s Gender Empowerment Measure 
(GEM) specifically ranks countries by women’s access to political power and economic 
resources, particularly emphasizing the female share of parliamentary seats.
27
 A 
comprehensive study of women’s participation in Africa measured political participation 
in terms of a gender gap in leadership positions including government and legislature 
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seats, members of the judiciary, senior officers in the armed forces, and top managerial 
positions in media and in business domains.
8 
 It is frequently noted that these measures do not account for women’s 
participation in local or community politics where women across the world tend to be the 
most active, and specifically where their presence makes a definite, direct contribution.
25
 
It could be argued that the number of women in parliament for example, does not 
represent true participation of women, or the actualization of women’s empowerment. 
Rather, these numbers may be more of a benchmark than a measure of empowerment.  
Also, there is no way to distinguish whether these women have the position in name only, 
as is often the case in India where women, under law, occupy one-third of government 
seats, but their actual power is often limited by social, cultural and political factors.
28
 One 
particular study examined domestic violence against women in 36 countries and found no 
linear relationship between the number of women in parliament and antiviolence 
policies.
24
 This too demonstrates that sheer numerical measurements of participation may 
not be sufficient for either empowerment or policy changes. Similarly, one might also 
argue that national-level measurements of female leadership may not have any direct 
bearing on the level of empowerment of women in the society.  
Increasingly, there has been a call for more research examining community or 
local level participation of women. A quantitative human rights framework was proposed 
in one study that assessed community-level participation specifically in health through 
the question: “I am able to influence laws and regulations which regard health.”
29
 
Additional questions looking at the equity and justice aspects were: “I am able to protest 
successfully against unfair laws and regulations” and, “I have the same rights as other 
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citizens in this country.”
29
 Priorities of women legislators have also been examined to 
some degree, specifically through a 1999 survey by the Inter-parliamentary Union of 187 
women parliamentarians from 65 countries. This survey investigated women’s perceived 
political power once in office, the motivations for leadership and the ability to have an 
immediate impact on women and children, particularly in health and education.
24
 On the 
individual level, studies have attempted to link household decision-making power and 
education of both the woman and her husband with the ability of a woman to participate 
in community-level politics.
30
 The intersection between individual and local politics can 
be seen in a study of village panchayats, or local Councils, in West Bengal. Here, the 
researchers examined women’s participation in local politics by counting the number of 
questions, complaints and requests made by women at village council meetings.
31
 
Further, a comparison was made between a village council with a woman pradhan, or 
leader, versus and male pradhan and there was a significant increase in attendance and 
participation by women at the former.
31
 The study also looked at women’s engagement 
and understanding of the local political system and their perceived freedom to be 
involved as their measure of political participation.  
As suggested, there are a number of limitations inherent in these measures of 
political participation both within a country and between countries. First, women’s 
participation is often measured as representation in higher level decision-making 
positions. The problem here is three-fold. First, it assumes that participation is purely on 
the national level and that actual occupation of a seat is necessary for participation. 
Second, it implies that women who take political office have some level of decision-
making power. There are a number of countries that require women to fill seats but these 
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women often serve as puppets, or play no role at all. Third, it ignores positions that 
women may more informally hold through which they may actually wield more political 
influence.
8
 In the end, quantitative measures of political participation at the national level 
provide only baseline measures to very broadly compare countries against each other. In 
terms of narrower measures of political participation, particularly as they relate to the 
community and local-level government, similar difficulties arise when trying to quantify 
the concept. Here especially, women participate through both formal and informal 
channels and by measuring the number of women who vote in a local election, or the 
number of women who attend a village council meeting, one ignores the influence of 
local women’s groups and the role they play in political expression. Further, the 
intricacies of political participation may be more individual than community-based. 
Therefore, aggregates of individual measures may not actually be representative of true 
political participation and they may ignore key personal differences and influences. 
Overall, despite the inherent difficulties, by broadly defining women’s political 
participation to encompass political expression at multiple levels, it may be possible to 
capture the critical features of involvement. 
 
The Current State of Women’s Political Participation: Statistics, Obstacles and 
Perceptions 
 
 Political participation of women through formal channels, for example, as 
representatives in governing bodies, is often measured as a basis for comparison across 
countries, and as a baseline figure to demonstrate the gender gap and encourage greater 
equity. As of July 2006, women account for less than 17 percent of parliamentarians, 14 
percent of ministers and 6 percent of heads of government worldwide.
24
 Ten countries 
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have no women parliamentarians and in more than 40 other countries, women account for 
less than 10 percent of legislators. Nordic countries rank the highest with women 
comprising 40 percent of parliamentarians, and Arab states rank the lowest with an 
average of less than 8 percent.
24
 Annual growth rates in the proportion of women 
members of national parliament is estimated at 0.5 percent worldwide, meaning that if the 
rate remains constant, gender parity will not be achieved until 2068.
32
  
As mentioned in the prior section, in 1999, the Inter-Parliamentary Union (IPU) 
conducted a survey of 187 women parliamentarians from 65 countries. The results 
indicated that four out of five respondents believed that women held different 
conceptions of society and politics. More than 90 percent stated that women’s greater 
participation would lead to change, and nine out of ten women believed that women’s 
participation in the political process significantly altered political outcomes.
32
 A US-
based study found that women feel a strong responsibility to represent other women and 
in turn, consider themselves more capable of representing their interests.
 33
 In general, 
women in political positions have proven to be advocates for women and children and 
have been shown to be more responsive to the concerns of all citizens.
33
 At the national 
level women push for more gender and child-sensitive legislation. At the local level, 
studies indicate that greater investment is made in public goods and services, and in 
resources that benefit women and children.
34
 One notable study in India showed that 
female leaders invest more in the public goods more closely linked to women’s concerns 
such a drinking water and roads, and less in public goods more relating to men.
31
 In an 
analysis of women legislators in Latin America, female legislators were more likely than 
their male counterparts to sponsor bills on women, children and family issues, and have 
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worked to get these issues to the top of the policy agenda. However, it was noted that this 
effort was not exclusive to women and that men also prioritized these issues.
1
  
It has also been argued that women’s representation can have an indirect influence 
by heightening the attention male leaders pay to policies geared towards women and 
children. This has been called the “critical mass argument” which is described as when an 
underrepresented group increases its presence in an organization, other groups begin to 
take on the concerns of the underrepresented groups until they become indistinguishable 
from traditional issues.”
35
 Along these lines, a study conducted by the Center for 
American Women and Politics found that the presence of women lawmakers made 
legislators of both genders more likely to consider how laws affect women, racial and 
ethnic minority groups, and the economically disadvantaged.
36
 Similarly, it has been 
shown that if the policymaker is a woman, other women may be more likely to participate 
in the political process, and to raise issues and express concerns.
37
 
One must note however, that it is difficult to make accurate estimates of the true 
impact of women’s participation on national politics. This in part is due to the fact that 
there are still so few women in political positions, and many have only recently been 
elected.
24
 In addition, those in established positions may not actually wield true power if 
the dynamics of the existing political system are not welcoming to women. In keeping 
with this, it is difficult to quantitatively measure the impact of women legislators as an 
isolated good without also investigating the local social, cultural and political norms that 
are closely intertwined. Clearly, the understanding of national political participation must 
include better measures of local mechanisms.  
24 
 
 
 As an extension of this, given the low percentages of women in political 
positions, one must address the obstacles that exist for women in this domain. 
Interestingly, most studies do not seem to examine this question qualitatively or 
otherwise. In India, there have been attempts to better understand whether the problem is 
structural, or rooted in socio-cultural norms. The country’s policy as of 1992 
(Constitutional Amendment Act 73 and 74), of reserving one-third of the seats in the 
panchayats (local Councils) for women has, to some degree, fostered this research. 
Despite this law, women still do not fill many of their reserved seats and still represent 
only 5.8 percent of all parliamentary seats in the country.
38
 There are a number of reasons 
that have been suggested to explain this. One article cites difficult entry into the field, 
lack of training, and institutional hierarchies as the key obstacles. Specifically, the article 
describes lack of orientation and training, no prior experience or knowledge of the 
rules/municipal acts, no technical knowledge, lack of support from both male and female 
senior colleagues, less budgetary understanding, poor organizational structure of the party 
system, discrimination at the decision-making level, and lack of resources to sustain a 
political campaign.
38
 Personal reasons such as fear and insecurity, lack of confidence in 
public speaking and family responsibilities were also mentioned. Overall, the analysis 
emphasized the critical point that constitutional provisions guarantee neither effective 
participation nor political equality.
38
 Critiques also extend to the women’s movement 
itself, stating that it created an organizational strength of women and increased the focus 
on women’s issues, but never pushed for active participation in politics or real structural 
changes that would enable this.
4
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 Other obstacles that are discussed, particularly in the countries where political 
participation of women is particularly low, include issues of women’s status, religious 
factors, education level and socio-cultural concerns. While one may argue that women’s 
lack of access to education and low literacy rates may be a primary limitation of 
participation, a study comparing women’s participation in Africa with the rest of the 
world, found that the level of women’s education is not a predictor of political 
participation.
8
 However, this does not mean that a base level of literacy and education are 
not necessary for participation. It refers to the fact that countries with higher aggregate 
levels of women’s education do not necessarily have higher rates of political 
participation. Therefore, while a woman’s education level may give her an individual 
advantage over a less educated woman, the collective level of women’s education did not 
appear to improve political representation.
8
 Similarly, in India, it has been shown that 
even in the regions where women have better access to education and higher life 
expectancy, such as in Kerala where the proportion of women in the local legislative 
body does not differ significantly from regions with less favorable statistics.
28
 This 
emphasizes the importance of the interplay between many factors, both individual and 
societal, that together serve as obstacles to realization of this right.  
 It has also been suggested that women’s participation politically is intrinsically 
related to their position in the household. Specifically, if a woman is able to create 
independent space in the household, she is more likely to participate in political life.
 28 
In 
India, caste also plays a significant role in both household independence and in political 
participation. Age, household economic status, and women’s perception of ability and 
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influence are also factors that have been shown to contribute to both formal and informal 
political participation in India.
28
 
 One might also consider that there may be a fundamental difference in interest in 
political participation between men and women across the globe. The 2000 World Values 
Survey, looked at political participation, here defined as “any activity that has the intent 
or effect of influencing government activity” such as petition signing or participation in a 
demonstration. The results indicated that 39 percent of women demonstrated interest in 
politics whereas 52 percent of men did.
39
 There were however, some countries, including 
Argentina, Philippines and Tanzania where men and women showed equal interest. In 
terms of participation, again, men were statistically more likely than women to 
participate, with a few notable exceptions including the US, Canada, Sweden, Argentina, 
South Korea, Israel, Tanzania, Vietnam and Egypt. However, noting the exceptions, 
again one must wonder if the difference is not an inherent, genetic difference between 
men and women, but rather a product of environmental circumstances that instills this 
participatory discrepancy. This need for a so-called “enabling environment” that 
promotes political, economic, socio-cultural, religious and educational equality is clearly 
fundamental to improving women’s political participation.
40
 
 It is also important to understand the perceptions of women political leaders, by 
both men and women, as a contributing obstacle to their participation. There has been 
little qualitative research done on the subject, but preliminary survey-based studies do 
show some significant discrepancies in opinion and support of female versus male 
leaders. While both men and women tend to agree that women may be more in tune with 
maternal and child-related issues, when the leadership role is more typically male, bias 
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against women, by both genders, tends to be more pronounced.
30
 Furthermore, a survey 
conducted in the US and in Western Europe demonstrated that overall women leaders are 
evaluated more negatively than male leaders with performance held constant.
41
 However, 
there are also studies that indicate the opposite opinion. A survey conducted in East 
Africa by the British Council in 2002, for example, found that more than 70 percent of 
people thought women performed better or as well as men, and more than 50 percent of 
people thought that women were less corrupt and were more interested in the basic needs 
of the community then their male counterparts.
42
 In a study looking at perceptions of 
leadership in villages in India with reservations for women, it was found that while 
women leaders were considered to be less likely to be corrupt, their overall performance 
was thought to be worse than men in terms of satisfaction with specific public goods.
30
  
 This variation in perception may be due to a number of factors. First, there is little 
data on this specific subject, likely stemming from the fact that there are still very few 
women elected as political leaders compared to men. Second, one must consider that the 
women who do get elected have overcome many obstacles and may be extremely 
effective leaders and therefore are perceived as such.
30
 Finally, it is possible that the 
countries where women’s participation is substantial are overall more liberal and 
progressive and thus more accepting of the ability of a woman to lead as successfully as a 
man.  
 In addition, while primarily this section discussed women’s participation in 
national-level, formal, political structures, women’s involvement in local politics, both 
formally and informally, must not be ignored as a significant measure of political 
participation. However, there has been little research in this area, in part because it may 
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be more difficult to quantitatively assess in terms of both involvement and outcome. In 
reality, it is at this local level where women’s greatest impact can be seen likely because 
many of the aforementioned structural obstacles may exist to a lesser extent.
24
 Across the 
world women’s groups have formed to both support women who have been elected to 
political office, and to conduct advocacy efforts on behalf of women, children and 
families. These women’s groups provide valuable networking opportunities, and serve to 
advance the human rights of women in economic, legal, political, and socio-cultural 
domains. While most studies on local, formal leadership have taken place in India given 
their policy of reserving seats for women, research into informal women’s groups has 
been more widespread investigating organizations in Afghanistan, Australia, Morocco, 
Mozambique Rwanda and Tajikistan.
24
 However, it has also been argued that while these 
groups give women organizational strength, most do not have the explicit goal of 
increasing women’s participation in formal political structures or making the political 
environment more accessible to women.
38
  
 
What is the relationship between women’s political participation and health?  
 As mentioned, past research has shown that women’s participation in politics, 
both formally and informally, tends to be geared towards advocacy for women, children 
and families. Evidence proves that women tend to support more liberal policies and 
greater spending on child care, education, health, nutrition and other child-related 
expenses.
43
 However, this does not necessarily imply that because men and women have 
different policy preferences, that increased female representation will affect policy 
decisions. Therefore, a few studies have been conducted, with varying results that 
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specifically examine the relationship between women’s political participation and health 
indicators, most often relating to women’s reproductive health, child health or, to health-
related public goods. This section will describe these studies and their outcomes in brief 
to provide the foundation for this research. 
One particular study by Susanne Gleason, examined this link from a macro-
perspective in India by investigating whether poor health outcomes have an impact on 
female political participation and conversely, if female participation in elections has an 
impact on health outcomes.
44
 The study used a multiple non-linear regression model to 
determine that income, acceptance of females in office and education of women all had 
statistically significant influences on participation. Interestingly, the study also found that 
areas with higher numbers of teachers had a negative impact on participation, while areas 
with higher numbers of doctors per capita had a positive effect. In terms of impact of 
political participation on health, Gleason chose to look specifically at child survival as 
her basic measure of health outcomes. She assumed that female literacy, female labor 
force participation, income distribution and the presence of minority groups all affect 
child survival. Three indicators of political participation were used: the proportion of 
district constituencies that had a female member of the legislative assembly divided by 
the proportion of the voting age population that is female, the ratio of female to male 
votes, and the ratio of female to male candidates. The data used were from the 1977-78 
election and from the 1981 census data. The results from regression modeling failed to 
show a statistically significant relationship between political participation and child 
survival. However, Gleason points out a number of limitations of her study including the 
overall low representation of women in state legislatures and the fact that the district-
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level analysis may be too aggregated to see an impact on this specific health indicator.
 
 
Further, she emphasizes that these results should stimulate greater research into the 
subject, particularly at the local, community level.
44
  
Also in India, a study conducted by Beaman, Duflo, Pande, and Topalova, looks 
at this relationship between participation and health by focusing specifically on the 
allocation of public health-related goods by female politicians.
34
 The study uses data 
from an all-India survey to compare villages reserved for women pradhans with those 
that are non-reserved, and examines specifically two Indian states in West Bengal and in 
Rajasthan, in terms of public goods and child-health outcomes. An additional arm, a 
survey in West Bengal specifically examining child health and development at the 
household level, is ongoing. The study focused on the lowest level of local governance in 
rural India, the Gram Panchayat. The results thus far show that villages reserved for 
women pradhans have more public goods, and the quality of these goods is at least as 
high as in the non-reserved villages. Comparing the two Indian states, in villages led by 
female pradhans, child immunization rates were higher, there was better access to 
drinking water, and girls had improved school attendance.
34
 In West Bengal, female 
pradhans invested more in goods directly relevant to the priorities of women and 
children, notably, water and sanitation infrastructure. This is particularly significant, 
considering that water-borne and diarrheal diseases account for more than 1.8 million 
deaths of children under five each year.
45
 In addition, according to the most recent 
National Family Health Survey, India’s version of the Demographic and Health Survey, 
full immunization rates vary from 30 to 35 percent in rural areas and from 53 to 57 
percent in urban areas.
46
 Therefore, the authors emphasize that it is particularly striking, 
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given these inadequate rates, that women leaders tend to increase the likelihood of 
complete immunization. The results of this study, specifically the increased allocation of 
health-related public goods in villages with female pradhans, were consistent with the 
findings of an earlier study also conducted in West Bengal and Rajasthan, by 
Chattopadhyay and Duflo.
31
 The Chattopadhyay and Duflo study also demonstrated that 
in West Bengal, women pradhans invested more time and effort into duties relating to 
health such as organizing public health campaigns and monitoring providers at public 
health facilities.
31
  
However, another study, also in India, looking primarily at local level political 
participation and comparing all-women to all-male panchayats, demonstrated a variation 
on these aforementioned findings. Similarly, they found that women leaders successfully 
allocated resources towards improved drinking water and water for agriculture. In 
addition, as a whole they showed that women tend to view women’s issues as closely 
intertwined with community issues and therefore automatically link their community’s 
interests to women’s interests.
47, 48
 But the study also found that while all-women 
panchayats were successful at addressing women’s “practical” needs, they were not 
successful with respect to so-called strategic, more paternalistic issues. Specifically, the 
women’s panchayats were largely unsuccessful at addressing rape, unequal wages 
between men and women, dowry, and alcoholism.
49
 These issues challenge male 
authority more directly, and are more linked to gender-interests than to community 
interests. This emphasizes the reality that the influence of women’s political participation 
on improved health and social goods cannot be examined in a political, social or cultural 
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vacuum and that there are other environmental and institutional factors that directly 
confound this relationship.  
Another study, conducted in the US looked indirectly at political participation as 
one of four measures of women’s status in terms of its relationship with child well-being. 
In this ecologic analysis of the 50 United States, women’s status was measured using 
women’s political participation, economic autonomy, employment and earnings and 
reproductive rights. Child well-being was assessed through five outcomes: percent of low 
birth weight babies, infant mortality, teen mortality, high school dropout rate, and teen 
birth weight.
50
 Women’s political participation was associated with a statistically 
significant lower percentage of low birth weight babies and of teen birth rates. Overall, 
higher state-level women’s status across all indicators was associated with better state-
level child well-being.
50 
In addition to child health or public good outcomes, there are a few articles that 
examine the relationship of women’s political participation to family planning and 
women’s reproductive health. A systematic review, written by Dixon-Mueller and 
Germain, looked at the role of “feminist political action” in the formation of population 
policy in Brazil, Nigeria and the Philippines.
51
  The authors examined the feminist 
movement in these three countries in terms of its ability to successfully influence policies 
on integrated women’s health and family planning. Here, the interplay between formal 
and informal political participation, particularly through women’s organizations and civil 
society, is particularly apparent. The institutional contrasts between the three countries, 
particularly with respect to the stage and strength of the feminist movement and the 
socio-political environment, clearly influenced the extent to which the women’s voice 
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was heard in the development of the national population programs. Brazil proved to have 
the most successful movement in terms of specific health-related influence on 
government policies, in part attributed to the political atmosphere of the country, and the 
coherence of the women’s movement. In the 1980s, Brazil’s women’s political advocacy 
movement was organized around four central health-related issues: the quality of primary 
health care for rural women, informed choice for women regarding family planning, the 
availability of contraceptives, and the legality of abortion services.
51
 The government’s 
response included the appointment of a number of Brazilian feminists to high-level 
national councils, the development of the Integrated Women’s Health Program and the 
Policy on Women’s Health and Family Planning offering a range of birth control 
methods through social security services. In addition, the National Council for Women’s 
Rights was established to write a new Brazilian constitution, and 26 of the 559 members 
were women who used their role to explicitly advance a feminist agenda on reproductive 
rights. While there were still many obstacles to the implementation of the women’s 
agenda, notably the Catholic Church’s position on reproductive rights, the dialogue 
between feminists and the formal political infrastructure of Brazil did lead to the 
institutionalization of a woman’s perspective on women’s health and rights in the 
country. This provides further evidence of women’s political contribution to health, in a 
historical context.  
The link between women’s empowerment in reproductive health and in the 
political domain has also been examined in a programmatic context in Plateau State, 
Nigeria. Here, a collaborative effort between the Center for Development and Population 
Activities (CEDPA) and the Enable Project (“Enabling Change for Women’s 
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Reproductive Health”) examined the relationship between women’s participation in a 
reproductive health project and their involvement in democracy and governance (DG) 
activities. The project defined DG activities as women’s rights, party membership, 
participation to protest and registration to vote. The study also looked at women’s 
empowerment (defined here as mobility, household decision-making, right to refuse 
sexual activity, household socioeconomic status, and husband-justified beating), and the 
husband’s influence on women’s empowerment, reproductive health and DG activities. 
The goal of the reproductive health component of the study was to promote an “enabling 
environment that strengthens women’s informed and autonomous decision making” 
through an integrated package of reproductive health services, the training of community 
health workers, and encouraging community participation and coalition building for 
women’s reproductive rights.
52
 The authors hypothesized that women who were exposed 
both to DG and reproductive health activities would have more favorable reproductive 
health practices than those who were unexposed, especially among those women with 
supportive spouses.
53
 The study findings validated this hypothesis demonstrating that 
intention to use family planning was 56 percent greater among those women exposed to 
DG activities, and DG participation was 79 percent higher if a woman was visited by a 
community health worker. The study also showed that women’s intention to use family 
planning was almost twice as high for women with husband-permitted high freedom of 
mobility.  
 The findings of this study support the idea of linking interventions that improve 
women’s health with those that improve political participation. In addition, the authors 
demonstrate the importance of male support for female participation, at both leadership 
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and household levels, to achieve health-related goals. Further the study affirms that 
increased political participation may lead to greater decision-making autonomy for 
women that in turn, may translate into greater reproductive health equity with her 
spouse.
53
 The authors did note however, that further investigation into this link between 
women’s political participation and reproductive health should be conducted, preferably 
in a region that is more politically stable than Nigeria.
52 
 Finally, in addition to child health indicators, health-related public goods, and 
reproductive health, political participation of women has been associated with 
psychological health and well-being. One particular study used data from the US-based 
National Longitudinal Study organized by the Bureau for Labor Statistics of the 
Department of Justice to determine the relationship between a number of health and 
political involvement variables among a cohort of young women between 1983 and 
1993.
54
 Specifically, the author looks at how political engagement may affect individual-
level mental health outcomes. The author emphasizes that this relationship between 
psychological health and participation is rooted in efficacy theories, specifically those 
espoused by Albert Bandura. Bandura states that “the inability to influence events and 
social conditions that significant affect one’s life can give rise to feelings of futility and 
despondency as well as anxiety.” Furthermore, he involves political participation by 
arguing that people are proactive beings, and should “have a hand in shaping their own 
lives and social systems that organize, guide and regulate the affairs of their society.”
55
  
In this study, the author focuses on the relationship between measures of 
participation – participation in voluntary associations and participation in activities to 
address workplace discrimination – and measures of mental health – psychological 
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distress and depression. The longitudinal nature of the data allowed for a demonstration 
of mental status both prior to and post- political engagement. Statistical analysis 
conducted provided support for the claim that political participation assists 
psychological well-being. However, while participation in voluntary associations was not 
among the most significant predictors of freedom from psychological distress, the ability 
to “fight back” did prove to be significant in this respect.54
 
Despite the limited external 
validity of this study, the author concludes, possibly most importantly, that political 
activity may be a resource that will offset the negative psychological impact associated 
with disadvantaged social status. Therefore, one could extrapolate that in countries where 
women still suffer from oppression, improved political participation may provide one 
avenue to improve that, and simultaneously, may reduce the psychological harm.   
 It is evident from the aforementioned examples that there has been some effort 
internationally to investigate this relationship between political participation and health. 
However, data remain scarce and somewhat conflicting outcomes and numerous 
confounders of this relationship are obvious limitations. Across the board though, the 
motivation to continue to investigate this link remains and the desire to both examine and 
improve women and child’s health through women’s empowerment appears unanimous.  
 
Focusing on the household and the community: Can the link between political 
participation and health be better examined here? 
 
 From the discussed studies regarding both health and non-health related measures 
of political participation, it is evident that nation-wide markers and aggregate data may 
not accurately reflect the individual limitations, perceptions and influence of women’s 
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political expression. Rather, assessing both formal and informal channels of political 
participation at the community level and even in the household may better reflect the 
influence that women’s advocacy could have on health. This is particularly important as 
women’s specific contributions to health both in the household and in the community 
frequently go unmeasured since most often they are unremunerated and therefore not 
counted in national level data.
56
 However, studies have shown that female headed 
households benefit children, particularly girls, with respect to health and education.
24
 A 
study in rural Bangladesh demonstrated that enhanced household autonomy and authority 
for women significantly decreases both post-neonatal and child mortality.
57
 Furthermore, 
Demographic and Health Survey data reflected by studies measuring women’s 
empowerment, show that much of the impact of women’s overall decision-making power 
is concentrated at the community level.
24
 Again, this power can be expressed through 
formal channels such as election to local office, or through informal channels such as 
participation in town meetings and women’s groups. One may hypothesize that at this 
local level, informal participation may be more accessible to women in part because it is 
less restricted by economic boundaries, education level, and socio-cultural norms.  
 Women’s community participation is often described as the central avenue 
through which women engage in political and service work to improve their own lives, 
their families and their communities.
58
 From a sociological perspective, this participation 
is described as a reflection of a woman’s ability to negotiate power in the household and 
in the community.
58
 Similarly, research suggests that women are more drawn to 
“connectivity, collectivity and community consciousness” as their form of political 
participation, while men are more focused on political office or political organizations.
58
 
38 
 
 
It has even been suggested that participating in the community, formally or informally, 
often becomes an extension of a woman’s identity as the caretaker in the private sphere.  
 While preliminary efforts have been made internationally to study community and 
household participation of women, published studies that look at women’s specific health 
influence in this domain have primarily occurred in India. This is likely due to a number 
of factors. First, India’s government structure has been a stable, parliamentary democracy 
for over 50 years and therefore participation can be easily studied. Second, while women 
have had the right to vote since the ratification of the Constitution in 1950, true socio-
cultural, political and economic equality have been slow to follow.
59
 Thus, progress over 
time, especially following specific interventions, is possible. Third, in 1992, the Indian 
Parliament passed the 73
rd
 and 74
th
 Constitutional Amendments that reserved 33 percent 
of seats for women at the local government level. As a result, it is estimated that 5 million 
women have entered local politics directly or indirectly since the passage of this law. 60 In 
addition, women have also joined informal channels of politics, particularly women’s 
groups, in part to help create an enabling environment to promote formal election to local 
political office. However, as discussed earlier in this paper, one must recognize that 
women still face many obstacles to full participation, despite these amendments and the 
nature of India’s liberal democracy. Regardless, the existence of a structural, legal 
mechanism for women’s participation in the community has provided the impetus for a 
number of preliminary investigations into its impact on health, rural development, 
poverty alleviation and gender equality.60  
Specifically, studies have looked at women’s individual perceptions towards 
participation, the impact of local women leaders on public goods allocation, the influence 
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of local leadership on child mortality, and the interplay between civil society, feminist 
groups, and formal government structures in enacting change. In addition, household 
level surveys throughout India have considered the positive influence of women’s 
decision-making power on child health.
44
 Increased participation of the entire 
community, particularly women, in planning, advocating and meeting health care needs 
has also been suggested to be central to reducing neonatal morbidity and mortality.
61
 
 Other studies also in South Asia have indirectly examined participation through 
the formation of women’s groups and their influence on health outcomes. In Nepal for 
example, participatory women’s groups were found to reduce maternal and newborn 
mortality and to improve perinatal care practices.
62, 63
 The formation of women’s groups 
and specifically, the empowerment of women in the community through economic and 
educational opportunities, are also prevalent in Bangladesh. One particular study 
demonstrated that children of women who participated in women-focused development 
programs had a statistically significant reduction of hazard of death during infancy 
compared with women who did not participate.
64
 Also in Bangladesh, a study 
investigated whether women’s participation in rural credit programs influenced their 
demand for formal health care. The findings showed that women’s participation in these 
programs did result in increased control over resources for their demand for and use of 
formal health care.
65
 
 Overall, it is apparent that women’s participation should be measured both 
formally and informally, and that the household and the community serve as key avenues 
for political expression. Studies remain rather limited in this area, particularly those that 
look at these channels qualitatively to understand why and how some women choose to 
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participate and others do not. In addition, the interplay and overlap between community 
empowerment, informal women’s groups, civil society, local representation and national 
participation has yet to be studied formally. Similarly, the role of self-efficacy and 
perception by both women and men, in terms of decision-making capability and health 
advocacy in the home and in the community has not been a focus of past research in this 
field. In order to fully empower women by encouraging them to participate politically to 
advocate for their own health and the health of their families, it seems imperative that we 
have a more comprehensive understanding of these issues. 
 
Defining women’s health agency: the bridge between women’s participation and health 
 One could argue that the link between women’s political expression and both 
personal and community health is best studied and understood through the concept of 
women’s health agency. Agency, as described earlier, can be interpreted in many ways. 
In this context, one might rely on a simplification of Amartya Sen’s definition of agency 
as “voice,” and here, critical agency as critical voice.
66
 He specifies that the realization of 
women’s agency “relates not only to the freedom to act but also to the freedom to 
question and reassess,” which he deems central to development.
66
 Health agency, as 
defined by Jennifer Ruger, refers to “individuals’ ability to work towards health goals 
they value.”
67
 Here we aim to incorporate these interpretations into the study of women’s 
health agency, or the self-efficacy, freedom, and ability of a woman to question, 
participate and act to improve her own health and that of her family.  
 There are a number of external factors that also must be considered in order to 
appropriately assess women’s health agency. These fall into two main categories- the 
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health norms of the society and the level of functioning of the existing health system.
67
 
The former refers to the culture of the society and its view of health and well-being, the 
political environment that either promotes or restrains women’s agency, and the degree to 
which the existing structures facilitate healthy functioning. The latter refers to the 
structure of the health system, the level and quality of the resources provided, and the 
accessibility of healthcare to the community. Here, resources include not only health care 
services, but also the infrastructure intricately tied to the ability to access the services, the 
financial resources that enable a family to afford the services and the overall availability 
of proper sanitation, electricity and clean water that are essential for healthy living. The 
key here is the need to sufficiently appreciate the functioning of the health system and the 
political and health-related norms of the community, in order to both understand and 
encourage women’s health agency.   
 In the current literature there is no evidence of any specific formative study 
examining this concept of women’s health agency.  Therefore, the following study 
attempts to fill the gaps described throughout this literature review by examining this idea 
in the context of women’s political participation and its influence on the health of the 
local community.  To understand women’s health agency in general, an appreciation of 
both male and female perceptions of women’s self-efficacy and autonomy are central. As 
described in this section, one must also have an understanding of the norms and 
expectations of participation in the community, politically and otherwise, to improve 
health.
68
 Finally, an appreciation of the existing health resources, both relating to general 
infrastructure and the health system itself, is intrinsic to truly defining and understanding 
and assessing women’s health agency.
69
 Therefore, the following study will be guided by 
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the themes of participation, autonomy, agency/self-efficacy, and health systems, as the 
framework to examine the complex relationship between women’s participation and 
health.  
43 
 
 
Statement of purpose, hypothesis and objectives of this study 
 
 
The purpose of this formative research study is to better understand both female 
and male perceptions of the role of women’s political participation in the improvement of 
health at the household and community levels. To achieve this, the specific components 
of health agency, as defined in the prior section as autonomy, self-efficacy, local health-
related norms and health systems, will be addressed. Additionally, the influence of a local 
neonatal health project on these aspects of women’s health agency will be studied by 
comparing qualitative data from villages that were randomized to intervention and non-
intervention groups. Ultimately, the goal of this research is to propose recommendations 
for future empowerment interventions to better understand and directly promote political 
participation of women. It is the hope that this will have a synergistic effect, improving 
both women’s participation and the project’s health-related goals.   
 
Public health problem to be addressed 
 To broadly and comprehensively understand public health problems, one must 
consider the issues in all spheres— social, cultural, political, and economic—and at all 
levels—individual, household, community, national and international.  The concept of 
female empowerment as it relates to health pervades each of these spheres and crosses all 
of these levels. The definition of women’s empowerment often varies by the project or 
program goal. Underlying all definitions is the fundamental tenet that women’s rights are 
human rights, and the progressive realization of these rights is the process of 
empowerment. However, looking at empowerment from a public health standpoint, one 
aims to analyze it in terms of a measure, a process, or an outcome. The most 
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comprehensive operational definitions of empowerment include three central concepts: 
agency, resources and structure.
4, 5 
Integrating these, empowerment will here be defined 
as “the degree of women’s personal access to, and control and influence over material 
and social resources within the household, in the community and in the society.”
10, 11 
Here, material resources may include food, income, land, and other forms of personal and 
family wealth, and social resources include education, power, class, and prestige.
12
 This 
personal access, control and influence stem from a woman’s agency and may relate 
equally to her perceived power to effect change as it does to her tangible wealth of 
resources. This definition also implies that the structures, both formal and informal, 
create an enabling environment for women’s empowerment.  
 Numerous studies, many using questions elicited through the women’s 
empowerment component of Demographic and Health Surveys (DHS), have 
demonstrated clear relationships between improved women’s empowerment and 
improvement of child health and women’s reproductive health.
18
 Some studies have 
specifically considered women’s political participation and expression, both formally and 
informally, to understand how enhancement of this critical aspect of empowerment could 
similarly improve the health of both women and children.
34
 The ability, or inability of a 
woman to advocate on her behalf, and for her family, both formally and informally, and 
at all levels, will be the focus of this study. The hypothesis is that if women are 
empowered in this way, not only will they be able to directly advocate for the health of 
their children, but they will heighten the awareness and attentiveness of the entire 
community to child health concerns. In so doing, both men and women will be 
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empowered and the threshold for care-seeking will be lowered, in turn improving 
processes and health outcomes.
70
  
 
Interventions used to date 
 There have been a number of examples of women and child health-related 
projects that have aimed to empower women in all domains with the goal of improving 
health outcomes. The formation of women’s groups to encourage informal and formal 
participation in health decisions has been central to these interventions. Possibly the 
seminal example is the Warmi Project in Bolivia consisting of two projects—La Casa de 
la Mujer in Santa Cruz and the Kumar Warmi (Health Woman) clinic operated by the 
Centro de Informacion y Desarrollo de la Mujer (CIDEM) in El Alto— both of which 
rely on women’s groups to improve reproductive health.
71
 These projects incorporate 
women in all levels of decision-making, and emphasize participation in health care as one 
critical aspect of empowerment. Moreover, the missions of both groups include the 
achievement of women’s political, social, legal and economic rights and affirm the 
reciprocal relationship between this and women’s reproductive and sexual health.
71 
 Another key example of the success of women’s groups, particularly as they 
relate to maternal/child health, stems from interventions in Nepal where participatory 
women’s groups were found to reduce maternal and newborn mortality and to improve 
perinatal care practices.
62, 63, 72
 Examples of women’s group formation and specifically, 
the empowerment of women in the community through economic and educational 
opportunities, are also prevalent in Bangladesh. One particular study demonstrated that 
children of women who participated in women-focused development programs had a 
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statistically significant reduction in hazard of death during infancy compared with 
women who did not participate.
64
 Also in Bangladesh, a study investigated whether 
women’s participation in rural credit programs influenced their demand for formal health 
care. The findings showed that women’s participation in these programs did result in 
increased control over resources for their demand for and use of formal health care.
73
 
An additional, relevant past intervention took place in Plateau State, Nigeria as a 
collaborative effort between the Center for Development and Population Activities 
(CEDPA) and the Enable Project (“Enabling Change for Women’s Reproductive 
Health”). This project, as discussed in the prior section, explored the relationship between 
women’s participation in a reproductive health project and their involvement in 
democracy and governance activities. The authors of this study suggested that “the 
teaching of civic responsibility and duties within a women’s empowerment environment 
of advocacy and social mobilization should be incorporated into all women’s 
reproductive health programs.”
52
 This potentially synergistic effect between women’s 
empowerment through political participation and a community health intervention will 
provide the foundation for this qualitative research study. 
 
Impact and behavioral models 
 To understand the relationship between the study itself and its ultimate goals, both 
behavioral and impact models were developed (Figures 1 and 2). The behavioral model 
(Figure 1) is a variation on the Health Belief Model.
74
 This model was chosen as a guide 
to link individual perceptions of self-efficacy with the ultimate goal of increased political 
participation of women in the community. Here, it is shown that a greater understanding 
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of women’s individual perceptions of barriers and motivations to political participation 
and expression will increase their likelihood to advocate for the improved health of their 
family. This advocacy in turn will increase the entire community’s attentiveness and 
awareness of health issues in particular, and will lower the threshold to action thus 
improving health outcomes. The impact model (Figure 2), demonstrates the relationship 
between community health needs and community participation, and the hypothesized 
impact that this participation and empowerment may have on health outcomes. 
  
Study Objectives 
1) To qualitatively assess male and female perceptions of motivations, limitations, 
opportunities and efficacy regarding women’s formal and informal political participation 
at the community level.  
2) To determine the key components necessary to evaluate, define and improve women’s 
health agency.  
3) To understand the relationship between a preexisting community-based participatory 
health intervention and the central themes behind women’s health agency.  
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Methods 
Site and population 
 This study took place between October and December 2007 in the Shivgarh Block 
of the Rae Barelly District in Uttar Pradesh, India (Figure 3). The population of Shivgarh 
is approximately 104,100 over an area of approximately 200 square kilometers. Shivgarh 
is entirely rural and resource poor with an economy that is mostly agrarian-based.
75
 The 
caste and religious distribution is similar to the national statistics. Caste structures in 
Uttar Pradesh (UP) are particularly prominent when considering both formal and 
informal interactions both among women and between women and men. It has been 
argued that the preservation of this caste system is in part the attempt to maintain male 
status and political and economic control over women.
76
 In addition, despite some 
political reservations by caste, women who have participated politically through formal 
structures are mostly from the highest caste.
77
 Thus, a true understanding of women’s 
political empowerment among the lower castes may be difficult given the structural 
traditions of this specific region.  
In terms of Shivgarh’s health infrastructure, a government-run Community Health 
Center and three Primary Health Centers serve the entire population. Community health 
workers, or Asha workers, are also government sponsored and recently, have become 
increasingly active in the area. Hindi is the regional and official language of UP and is 
spoken by approximately 90 percent of the population.  Awadhi, a dialect of Hindi, Urdu 
and Bengali, are also spoken in parts of UP. In Shivgarh, villagers speak a mix of Hindi 
and Awadhi, but those that speak Awadhi understand Hindi. From an international 
perspective, over 20 percent of child mortality worldwide occurs in India. Over 70 
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percent of child mortality occurs during infancy, and, neonatal and perinatal mortality are 
responsible for 60 percent of infant mortality.
78
 UP is the most populous region in India, 
and also has one of the highest rates of infant mortality with 74.7 deaths per 1000 live 
births.
79
   
A general understanding of India’s broader political system and the rural 
governance structure at the local level is also significant. India gained its independence 
from British rule in 1947 and was declared a republic in 1950. The country has a federal 
government system consisting of 25 states and 7 union (central) territories.
38
 Each state 
has its own government and state activity is divided between the union and state 
governments. Both have parliamentary forms of government with executive power held 
by a Council of Ministers led by the Prime Minister. This structure is the same in each 
state. There is a head of state as well who is an indirectly elected President. India also has 
a bicameral parliament with a Lower House (directly elected by the people) and an Upper 
House (permanent with one-third of members retiring every two years).
38
  
The local government structure differs for urban and rural communities. Urban 
bodies consist of three levels- municipal corporations for cities with population greater 
than 0.3 million, municipal councils for towns smaller than this, and panchayats, or local 
councils, for villages that are transitioning to townships. Rural bodies, which are 
especially relevant to this study, have three tiers- village panchayat at the village level, 
block panchayat samiti for 100 villages and a district council for an area of 
approximately 1000 villages. These rural bodes do not have many of their own resources 
and thus are dependent on state funds and serve more as implementation arms.
38
 In only 
two states, Kerala and West Bengal, have local governments been given control over 
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their own budgets.
80
  In addition, India supports a closed, extensive and hierarchical civil 
service. Attempts at reform have included a recent freeze on vacant civil service posts, 
and a 16-year campaign to decentralize power moving it to panchayats and decreasing 
the bureaucratic center.
 80 
However, there has been little success thus far. Testimonies 
from individuals in northern Indian communities have shown the civil service, and 
particularly the elite Indian Administrative Service, to be extremely powerful, but also 
inefficient, unaccountable, corrupt, and in need of reform.
80 
 
Political parties are also significant players in the political structure of India. 
There are both national parties (those recognized by four or more states) and small 
regional parties. Identities of the parties are organized along a number of lines ranging 
from caste affiliation, to historical ties to political figures, to religious ideology, to 
economic philosophy. There are frequent and shifting alliances between smaller, local 
parties and the four main national parties- Bahujan Samaj Party (BSP), Bharatiya Janata 
Party (BJP), Indian National Congress (INC), and Nationalist Congress Party (NCP).  
The role of women in Indian government has both historical and current 
relevance. Historically, India has been home to strong female leaders, most notably Indira 
Gandhi. Despite this, female representation in Parliament’s Lower House has ranged 
from 3.4 percent to 8.1 percent, with a current 7.4 percent. In the Upper House, women 
representatives ranged from 5.8 to 11.8 percent.
81
  Women also make up a low 
percentage of the civil service (7.5 percent in 1997).
38
  In 1992, India ratified the 
Constitutional Amendment Act 73 and 74 which reserved one-third of panchayat seats 
for women. However, despite this institutional provision, women still do not fill many of 
their reserved seats and still represent only 5.8 percent of all parliamentary seats in the 
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country.
38
 In the 1998 general election, the region of Uttar Pradesh had the largest 
number of women candidates (56) and the largest number of women elected (9).
38
 
Currently, Rae Barelly (where the villages of Shivgarh are located), is the constituency of 
female National Congress Party leader Sonia Gandhi, and Uttar Pradesh is led by 
Mayawati Kumari, who is notably the first female, dalit, Chief Minister of the Bahujan 
Samaj Party (BSP). Both women are strong yet controversial figures and it is 
hypothesized that their leadership role in the region of this study has a significant 
influence on local perceptions and norms.   
 
Programmatic and community context 
This study was nested within a community-based cluster-randomized controlled 
trial established to examine the effects of home-based essential preventive newborn care. 
The original trial was conducted by the Saksham (“Empower”) study group, a 
collaboration between Johns Hopkins Bloomberg School of Public Health and King 
George Medical University, Lucknow.  The parent study consisted of three intervention 
arms: (1) a comparison group which received the usual government services and was 
engaged to some degree by a number of international and local NGOs including CARE 
and PATH, (2) an essential newborn care intervention including the introduction of skin-
to-skin care through community mobilization and behavior change and (3) the 
intervention in group (2) with the addition of Thermospott to understand hypothermia in 
the newborn.
82
 This study only involved individuals living in villages that were 
randomized to either the first comparison arm, or the second intervention arm. 
Additionally, one village engaged in this study was originally a comparison village 
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however recently the community-based essential newborn intervention has been 
introduced.  
This community-based project that examines birth preparedness and essential 
newborn care also served to mobilize both male and female community leaders who were 
dedicated to promoting newborn health. Thus far, a significant number of both women 
and men have emerged as leaders and participate on a project-specific community health 
advisory board. Moreover, there is significant overlap between both the women and men 
who are health leaders and those who are in elected district-level political positions.  
 
Qualitative team, IRB approval and consent process 
The data collection team consisted of the study coordinator/focus group leader, a 
community organizer from Shivgarh who worked previously for the Saksham study 
group, and an independent Hindi and Awadhi-to-English translator. The community 
organizer and the translator were both male, and given the traditions of the villages, they 
both accompanied the female study coordinator at all times.    
Institutional Review Board approval for this study was obtained from Yale 
University School of Medicine (HIC#0707002895), Johns Hopkins Bloomberg School of 
Public Health (IRB#00000545), and King George Medical University, Lucknow. All 
consent forms were translated and back-translated into Hindi. Once recruited, each 
individual was read the entirety of the consent form in Hindi. Ample opportunity was 
given to ask questions after each section. Each person was asked to make marks in the 
designated boxes, and to sign the final pages of the consent form. Most participants asked 
to have the interviewer or the community organizer make the mark on their behalf. There 
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was always, at minimum, one witness to this procedure, and more often 2-3 witnesses. 
All individuals who were recruited consented with the exception of two men who decided 
against participating and thus were not included in the focus groups. One man stated that 
he did not have the time to participate and the second man noted that he had participated 
in groups like this in the past and never saw any changes come to his village and thus did 
not want to participate.  
 
Data collection procedures and sample 
Villages chosen at random from a list of intervention and non-intervention 
villages (pre-randomized by the parent study) were visited by the data collection team 
and the community organizer, and with the help of a village elder in each specific hamlet, 
participants were recruited for this study and gathered together at the hamlet’s center. All 
data collection began at 11am to accommodate the women and men who spent their 
mornings in the field, and ended around 5pm as the villages had no electricity. 
Recruitment was based on approximate age and gender and a brief conversation between 
the village elder, the community organizer and the individual regarding the extent of their 
participation in the Saksham study group, and in the non-intervention villages, the extent 
of their participation in local government or in another NGO’s community-based 
intervention. 
Prior studies that involved women in rural India and addressed sensitive issues 
suggested that the most effective strategy to stimulate discussion were focus groups with 
between three to five participants.
83
 In addition, one goal of this study was to provoke 
discussion both among men and women on issues such as autonomy and self-efficacy, 
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which are rarely discussed openly in the traditional villages. Therefore, small groups 
were chosen over one-on-one interviews to introduce these topics publicly and to 
potentially fuel future spontaneous conversations. Further, reviews of the literature 
suggest that women’s groups tend to be the most accessible means of political 
participation and advocacy for women at the community level. It was assumed that in 
some of the villages where this study was taking place, this concept of women’s groups 
would be new. Therefore, by creating this group structure and promoting discussion 
about advocacy, there was a hope for some potential sustainability and natural future 
extension of this method by the villagers themselves. 
A total of 78 individuals participated in the 18 focus groups. Each group had 
between three and five participants. There were eight focus groups conducted in non-
intervention villages and eight in intervention villages. Two additional focus groups were 
conducted in one village that was formerly a non-intervention village but recently 
received the intervention. In both the intervention and non-intervention villages, there 
were an equal number of male and female focus groups, and an equal number of young 
(age 18-36) and elder (age 40-78) groups. The age division between the “young” and 
“elder” groups was largely made by the villagers themselves. The elder women’s groups 
included women who were now mother-in-laws and chose to categorize themselves as the 
village elders. Similarly, the elder male groups largely consisted of men with 
grandchildren who categorized themselves as elders. Many of the participants did not 
know their exact age. In addition, attempts were made to separate groups of women who 
were deemed to be active participants either in Saksham or other community-based 
interventions from those who were less active, and to have similar numbers of both 
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groups. However, oftentimes this distinction was not clear-cut, and did not become 
apparent until deep into the discussion. Initial questions were also asked regarding each 
individual’s literacy, education level completed, marital status and number of children of 
each sex, however there was no inclusion or exclusion criteria based on this information.  
Depending on the village, the focus groups were either held in a room of the home 
of a village elder, or right outside a home. Women’s groups were most often held inside a 
hut, when available, given the traditions of the villages, whereas the men’s groups were 
often held outside. Attempts were made to have each group be as private as possible.  
The structure of each focus group consisted of an introduction and brief 
description of the study after which the ground rules were set for the group. Following 
this, eleven scenarios that differed slightly for the male and female groups were presented 
and discussed (Appendices 1 and 2). Discussion was facilitated by the study coordinator 
and the translator. Each focus group lasted for approximately one hour. Thorough notes 
were taken during each group and every session was tape recorded and transcribed the 
same day. The tapes were erased each day following transcription.  
 Specific focus group scenarios were developed based on knowledge obtained 
from Saksham study group ethnographies, past study tools found in the literature, and 
research of local politics, customs, and current health conditions. The scenarios for both 
men and women addressed the four themes described in the previous section to be central 
to an understanding of women’s health agency- participation, autonomy, agency/self-
efficacy, and health systems. Within each theme, the following key issues were both 
directly and indirectly discussed: 
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Participation  
• General attendance at village council meetings  
• Difference in attendance and participation with a female versus a male pradhan 
• Difference in attendance and participation if other women are present and 
participating 
• Priorities at the meeting and differences in issues raised and supported by women 
and men 
• Differences in issues prioritized by a female versus a male pradhan 
• Participation in NGO projects and governing boards 
• Past and present participation in women’s groups 
• Specific actions of these women’s groups 
• Perceived efficacy of women’s groups, motivation for participation and priorities 
of the groups 
• Support by village elders and husbands for women’s formal and informal 
participation 
• Perceived differences between women and men who actively participate and those 
who do not 
• Obstacles to participation for women and men 
• Perceived influence of participation 
• Perceived relationship between participation and health goals for women and 
children 
• Overall priorities and goals of participation 
• Relationship between education and participation 
• Relationship between poverty and participation 
• Relationship between caste and religion and participation 
 
Autonomy 
• The freedom to attend and participate in village council meetings with/without 
permission 
• The ability to go to the doctor, or take children to the doctor with/without 
permission 
• The ability to seek medical care for oneself or family unaccompanied 
• The ability to learn about candidates and make independent issue-based decisions 
• The ability to vote in elections for a different person than husband/elder 
• The ability to participate in women’s groups without permission. 
• The right to keep money for leisure 
• The ability to learn about a candidate independently 
• The ability to protest without permission 
• The ability to move freely in the village unaccompanied 
• The ability to pay for medication and to make medical decisions for children 
without permission 
• The ability to make decisions in the household independently 
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Self-efficacy/ agency 
• The perceived effect of participation in an international research project 
• The perceived influence of participating on the governing board of an 
international research project. 
• The perceived ability of men/women to obtain a vaccination for their children that 
is not readily available in the village, and the strategy developed and predicted 
obstacles encountered. 
• Recognition of inadequate health services at the local health post and perceived 
ability and channels to improve this. 
• Perceived ability to ensure that women and children have access to the health 
services they need.  
• Understanding of channels to effect change, and ability and freedom to easily 
participate in these ways. 
• Perceived effect of women’s group formation and ability to accurately prioritize 
and address key health concerns. 
• Ability to represent family and community interests at village council meetings or 
in women’s groups 
• Ability to assert oneself as the primary decision-making regarding the children’s 
health and well-being in the household. 
• Ability to address issues relating to public goods and health (clean drinking water, 
sanitation), knowledge about these issues and the channels for advocacy and 
change. 
• Ability to obtain health education services and perceived relationship between this 
education and better health of the family.  
• Perceived differences in women’s issues versus men’s issues and the ability to 
raise awareness of these women’s issues 
• Understanding of general education/literary, differences between boys and girls 
access to education and role of this in advocacy 
• Ability to independently decide to take a child or a pregnant woman for medical 
care and to perceived ability to appropriately assess the need for higher level care 
outside the home.  
• Ability to vote independently in an election and to assess whether a candidate will 
appropriately represent and advocate for their needs and the needs of the village. 
 
Health systems 
• The availability of vaccines for children 
• The availability of medications of reasonable cost 
• Access to health posts (distance, transportation) and obstacles to getting care 
• Facilities at the health post  
• Cost of health services 
• Cost of getting to the health post 
• Availability of emergency services at the local health post 
• Access to community health workers  
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• Access to health education  
• Availability of doctors at the health post during the day and at night 
• Access to maternal health services and delivery services 
• Availability of female health workers 
• Responsiveness of the health system to recommendations for improvement 
• Relationship between the health post and the local government leaders 
• Differences in treatment/care/access for the rich versus poor 
• Differences in treatment/care/access for the different castes or religions 
• Differences in treatment/care/access for the educated/literate versus the illiterate 
 
 
 
Qualitative Analysis 
 
 Transcripts of the data were interpreted using thematic analysis following the 
structure of the aforementioned categories, themes, and sub-themes. Similarities and 
differences were noted across gender, age, education level, and intervention versus non-
intervention villages. Direct comparisons were made between Saksham intervention and 
non-intervention villages, between men and women, and between individuals categorized 
as young versus elder. Key, particularly emblematic quotations were preserved and 
documented. Topics that strayed from the designated themes were also noted. Coding of 
specific words and expressions was not included given the language barrier and the risk 
of loss during translation, and the goal of understanding perceptions of and connections 
between central issues rather than definitions of terms.   
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Field notes and limitations 
 
 There were a number of field observations and limitations to the administration of 
this study that must be addressed. Overall structural difficulties, such as access to 
resources, means of communication, paper, tape recorders, photocopiers, and computers, 
were encountered, as expected when conducting research in rural communities in the 
developing world. Similarly, transportation in and out of the hamlets was challenging 
given the lack of paved roads. There was a narrow window of time each day to hold focus 
groups because it was rice paddy season and all of the villagers were in the field for the 
majority of the morning. Data collection also had to end before sundown because there 
was no electricity available in the villages and because women were busy with household 
chores in the early evening. Interruptions were frequent and noise levels, even in semi-
enclosed spaces, were high making tape recordings challenging to transcribe. Certain 
adaptations had to be made to the original study plan, particularly relating to the amount 
of time considered reasonable for participants to be engaged in the study, how the focus 
groups were organized and where they were held.  
 Ideally, this study would have organized focus groups of individuals who were 
entirely unknown to each other. However, given the small size of the specific hamlets 
visited, nearly all of the groups consisted of individuals who knew each other to some 
degree. Given the lack of link roads, street lights, transportation and central meeting 
places, it was difficult to bring together villagers from different hamlets to create focus 
groups of entirely independent individuals. In addition, this study was conducted during 
rice paddy season and women in particular, were unable to take more than one hour out 
of their field work and the decision was made that that time was better spent in discussion 
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than in travel. In addition, it seemed that both the women and men, because of their level 
of comfort with each other in their respective groups, did not hesitate to express their 
opinion, or in most groups, to vocalize their differences.  
 Relating in part to this, selection bias likely existed on a number of levels. First, 
the villages that were visited were those that were previously randomized as intervention 
and non-intervention villages three years ago by the Saksham study group. Over the 
course of the three years, one of the non-intervention villages was transformed into an 
intervention village, and there was some degree of spillover into the villages that 
remained non-intervention villages due largely to their close proximity, shared resources, 
and continuous communication with the intervention villages. Thus, even those that were 
blind to the specific neonatal health intervention still likely received more involvement 
from the international community than other villages just by virtue of baseline surveys 
and knowledge that they were enrolled in a study. In addition, the Rae Barelly district is 
the constituency of Sonia Gandhi which may contribute to an overall level of the 
increased political awareness in this area.  
Second, this study in part evaluated perspectives on participation, but there was 
likely some degree of volunteer bias, or a difference between those individuals who 
joined the focus groups and those who did not. This bias could have represented a few 
different things. Those that joined may have been slightly more secure financially and 
thus able to take more time out of their field work. They also may have been a bias 
towards those individuals who participate more readily in the community, and even 
attempts to enroll those who said they had never attended a council meeting or an 
international study group meeting, may not have been entirely representative of those 
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who never participate. There were definitely more elder women eager to participate than 
young women. This may have been in part because they have less field responsibilities 
and more time for this type of activities, or because of the elder-dominated culture of this 
community.  
 In addition, the translator and the community organizer were both male which 
may have limited the willingness of the women’s groups to express their opinions 
entirely openly. Most did not seem to hesitate though, and having one female study 
member present may have provided the necessary balance. Along these lines, the female 
study coordinator may have restricted the openness of the male groups. Occasionally, a 
member of a male group would ask that his statement not be translated into English. 
However, they did know that all of their responses were being recorded and that the tapes 
would be fully transcribed. Due to the organization of the study, it was necessary for the 
study coordinator to moderate each of the focus groups and thus to be present during all 
of the group sessions. Given the traditions of the village, she would have had to be 
accompanied by a man at all times regardless, and having a male translator made the 
presence of an additional male unnecessary which was important particularly for the 
young women’s groups. There is the reality however, that given the disclosure of her 
background as an American medical student, there was an element of response bias that 
resulted. This bias may have presented itself in three ways. First, there may have been the 
desire on the part of the villagers to describe their current situation as even worse than it 
is, especially when engaging an individual they perceived as able and willing to help their 
plight. Second, they may also have thought that the study wanted them to have 
participated more than they actually do, or utilized the formal government run health care 
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system more than they do. Only a few groups for example, expressed their reliance on 
“fake doctors” despite prior studies in the area that demonstrated this fact. Third, the 
villagers associated this study with Saksham which was highly regarded by the 
intervention villages and both admired and resented to varying degrees by the non-
intervention villages. This may have affected not only responses, but also the desire to 
participate in this study. One individual actually refused to participate during the consent 
process because he felt he had participated in studies like this one and saw no 
improvement in his village. Efforts were made to distinguish this study from Saksham, 
and also to enroll a sampling of individuals who did not participate or know of Saksham’s 
work in the area. In addition, in the focus groups, different themes were addressed 
through multiple scenarios which allowed for verification of consistency in the responses, 
improving the study’s internal validity. 
 A further limitation was the setting of the focus groups. All of the men’s groups 
were conducted outside along with the majority of the elder women’s groups. The young 
women’s groups were held inside when possible given the customs of the village and also 
to ensure greater privacy. Most often however, the places were semi-public. 
Occasionally, the husbands of the young women were hesitant to allow their wives to 
participate without them being present. Similarly, sometimes the elder women felt it was 
their duty to help guide the answers of the young women. In every situation however, 
when the nature of the focus groups was explained by the community organizer, the men 
and the village elders left willingly. There were a few groups that had some lingering 
onlookers which may have limited the openness of the responses, but again, when asked 
to leave each time, they readily complied. Some of the young women were also tending 
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to their young children (for example, breastfeeding) during the groups which posed some 
logistical difficulties.  
 Another consideration was the extent of diversity within the villages chosen. All 
were in the Saksham study’s area, in the Shivgarh block of the Rae Barelly district.  Each 
of the hamlets visited were chosen at random- approximately half from the intervention 
villages and half from the non-intervention villages- allowing for variation of distances 
from the main road, proximity to the health post, and accessibility of facilities. In 
addition, it allowed for differences in caste as the hamlets seemed to be organized more 
or less along caste lines. Within each hamlet, attempts were made to represent individuals 
with a range of literacy levels, ages, and number of children, and with different degrees 
of involvement in the community. However, the socioeconomic and religious diversity in 
the villages was lacking. Only one individual identified herself as Muslim while all others 
were Hindu. In addition, with one or two exceptions, every participant was a farmer at 
roughly the same poverty level. Therefore, it is clear that the study findings may be 
primarily generalizable to other rural underserved districts of northern India. 
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Results 
Despite the aforementioned limitations and field obstacles, the focus group 
structure stimulated lively, detailed discussions in all of the villages visited. The thematic 
goals guided the scenarios and also allowed for insight into the issues surrounding 
participation, autonomy, agency/self-efficacy and health systems, among women and 
men in both intervention and non-intervention villages. Attention was paid specifically to 
the discussion of strategies used by villagers to advocate for improved health services at 
local level.  
Focus group participants were predominately Hindu and belonged to a range of 
castes. Members of the dalit (the lowest) caste, the warrior caste, and the brahmin (the 
highest) caste comprised the majority of participants but were also the most willing to 
reveal their affiliation. Individuals were of diverse education levels, with participants 
who ranged in grade level completed from zero to twelve, and with two having begun 
graduate work. The majority of the elder participants were illiterate. The socioeconomic 
status- rural poor- was largely the same for all individuals within each of the groups and 
across all of the villages included in this study. The majority of participants were married, 
however a few of the elder women were widowers and a few of the young women and 
men were single. No single focus group had greater than one widower or single 
individual. Every married participant had between one and eight children. All participants 
spoke a mix of Awadhi and Hindi.  
To address each of the central discussion topics, the pre-determined scenarios 
were presented, and group-specific follow-up questions were asked.  Thematic analysis, 
stemming from the general premises of participation, autonomy, agency and health 
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systems, was used in this interpretation of the focus group transcripts. Sub-themes within 
each category were also explored. When appropriate, comparisons were made between 
elder and young women, elder and young men, and overall between men and women. In 
addition, differences and similarities between Saksham’s intervention and non-
intervention villages were noted within each theme. The analysis also incorporates certain 
key issues that were universally raised beyond the specific scope of the four themes.  
 
Participation 
The aim of this theme was to understand the channels available for formal and 
informal participation, the goals of participation and the perceived obstacles and impacts 
of involvement. First, differences in the eagerness of villagers to participate in these 
focus groups is of primary importance as it is likely representative of a more general level 
of community mobilization. Elder women, regardless of whether they were from an 
intervention or non-intervention village, were the easiest to recruit. Every elder woman 
who was approached quickly joined a group and, occasionally, asked if she could 
participate in other groups as well. Elder men were similarly willing to participate, 
however a few were skeptical of the study’s motivations and felt that they were 
frequently visited by international groups and have yet to see any tangible benefits. 
Young men and women, in general, were the least eager to participate. Once involved, 
most often the young women at first sat huddled on the floor with their faces covered, 
avoiding eye-contact with the focus group leader and the translator. For young women, 
scenarios involving children’s health and education seemed to invoke the greatest 
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participation in the discussion. For young men, issues of local business development and 
infrastructure repair precipitated their increased involvement.  
Across all groups, individuals voiced their recognition of the importance of 
participation at all levels- household, community and national- and at all meetings held 
by governmental and non-governmental organizations. In this domain, there were no 
overt distinctions drawn between elder women and men and young women and men, and 
similarly, no notable differences between men and women. In both intervention and non-
intervention villages, all individuals stressed the advantages and the importance of 
participation by both genders and the differences in abilities between those who 
participate and those who do not. Access was a particularly important issue raised by 
nearly all of the groups. In varying ways, a number of individuals felt that they would 
have greater access not only to health services, medications and specific community 
development programs, but also to government officials. Similarly, access to information 
and greater knowledge were the key benefits that most groups highlighted.  
 “Those who participate have better access to services and more information. 
Those who do not participate don’t know what to do in a time of crisis…All women 
must participate so they can bring up their families and their children in good 
condition.” 
“Those who participate help other women have better access. They will be 
better informed than those who do not go. The others have to get only secondhand 
information. The women who are active feel comfortable dealing with the government 
officials who hold the meetings. Those who do not go to the meetings don’t know how 
to talk to the officials and cannot tell them what is actually going on.” 
 “Women who participate will be informed. If they don’t participate how will 
they get information? How will they know how to bring good things to their families? 
How can they be quality women if they sit in the house? There is a big difference 
between those who participate and those who do not.”  
 “There is definitely a difference between those who participate and those who 
don’t….Some women who participate can even identify the diseases their children have 
and know how to handle them. Women who go to these meetings can better look after 
the health and education of their children. They have proper knowledge of everything.”  
 
Largely, both men and women of all ages in all of the villages stated that there 
would be no difference in their participation in meetings or in government if the leader 
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was female. Most stated that they would raise the same issues and concerns and willingly 
attend in either case. However, there were groups of women who described feeling more 
comfortable raising certain issues with a female pradhan. In some groups there was also 
the sentiment that while a woman pradhan would be easier to talk to about certain 
problems, a male pradhan would be better able to respond to the concerns and take 
action.  
“We would like to have a woman pradhan in the village. We would be better 
able to raise our issues because it is easier to talk to a woman leader.” 
“I would feel more comfortable conveying our children’s issues to a woman 
leader. If there were a male leader though, it would be easier to take these issues to 
higher authorities.”  
 
One male group set forth criteria for female pradhans, stating that their 
participation in a meeting with a women pradhan, and her success as a leader, would be 
dependent on whether or not she was educated. A second male group described obstacles 
that a female pradhan would disproportionately face. It is necessary to note, however, 
that regardless of gender, there was a blatant skepticism among the villagers that a 
pradhan of either gender would have the ability and willingness to appropriately respond 
to their grievances. 
“A woman pradhan should be well educated. Unless women are aware and 
educated, they cannot lead.”  
“Women cannot approach the officers the way a male pradhan can…It would 
be harder for a woman to travel to proceedings and to maintain her family at the same 
time. A man can reach any place at anytime of the day but a woman cannot. He has the 
ability to interact with the authorities all the time.” 
“Women’s issues we can raise better with a female pradhan. But our 
grievances would be the same if there were a male or female pradhan. No one would 
listen to our issues, whether it is a male or female.”  
“We always participate in village council meetings and give applications for the 
issues that are most important to us, but they are never addressed.” 
“I don’t think the pradhan could do anything. We would go to the pradhan, but 
we don’t even know who to write to or what to write.”  
 
 Issues raised by the villagers most broadly included the need for significant 
infrastructure development, improved children’s health and education, and the desire for 
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improved economic opportunities. All of the villagers stated that they would raise these 
issues regardless of whether there was a male or female pradhan.  Nearly every group 
cited the need for improved infrastructure- roads, electricity, sanitation, water supply. 
Every female focus group also raised the issue of education particularly for their children, 
and oftentimes discussed infrastructure in this context. A number of women also 
discussed the desire for small cottage industries for women to provide an additional 
source of income. The male groups emphasized rural development above all, although 
many also raised issues of education and the desire for other forms of industry beyond 
farming. Both men and women also raised issues of health, particularly child health, and 
the need for better, more accessible health facilities.  
 “Whatever problems we have, we will raise. Children’s health and education 
are very important to us…If it is a male or female leader, we would attend the meetings 
and participate, and raise the same issues. We will advocate for the needs of the 
village…We need better transportation in order to send our children to a good school. 
We need better roads for them to travel on.”  
 
 Men for the most part seemed very supportive of women’s participation in these 
meetings. Similarly, most women believed that if their husbands felt the content of the 
meetings would help them better care for their families, they would encourage their 
participation. Additionally, groups of elder men pointed to changes over time stating that 
in the past they were more reluctant to have their wives and daughters attend meetings 
but now, due to a number of factors, they are more encouraging of their participation.  
 “We would like our women to join these meetings. Getting information would 
help our families. It would have a good effect on our entire family and we want them to 
take part.”  
 “In the past meetings were so far away and we would not want to send the girls 
on the road by themselves. Now there are more shops and it is more developed so we 
have no problem sending our women. We also used to be hesitant to send our women 
because of social issues, but this is changing. We are starting to accept their role and 
send the women to the meetings. Now we feel that if we get our girls educated and to 
the meetings, it is good for the village and for us. Those who do not participate will be 
backward.”  
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 “We do not stop them from going. If it is for their betterment, they must go. It 
is good for the family, the village and the community if the women go and get 
information.” 
  
 Participants did point to a number of obstacles that either prevented participation 
in the community in general, or influenced who did or did not decide to participate in 
specific meetings.  Location and timing of meetings were of particular concern- further 
distances limited women’s ability and freedom to attend these meetings. Lack of 
transportation and paved roads made it difficult especially during monsoon season to 
participate. In addition, both women and men stated that while education level or literacy 
should not be a limiting factor, individuals without education tended to be more reluctant 
to attend and actively participate in these meetings. Others stated that they could not 
attend meetings because they were too busy doing work, and they did not feel they would 
be appropriately remunerated nor that their concerns would be properly addressed. A few 
young women stated that their husbands did not allow them to attend meetings. 
 “Sometimes there is no common call for the meetings so we do not know about 
them. If there are meetings here in our village and we know it will benefit the villagers, 
we will go. Sometimes if we think only a few will benefit monetarily, we will only want 
a few to go.”  
 “I am only allowed to go to meetings if they are held in some places, but not in 
others.”  
 “Those who don’t participant are hesitant and shy. Some believe what they 
learn but others are not accepting of information. Some women do not go because they 
are busy doing work. Some don’t go because they won’t be paid for their participation 
and therefore it is a waste of time. The women who do not go are not well informed.”  
 “Some women’s husbands don’t let them participate. They are not as 
progressive or as educated. Some of these men are drunk and always involved in 
gambling. They blame their women. These men don’t want women to go and participate 
in meetings. There are only 3 or 4 households in the village that are like this.”  
 
 Caste and religion were not cited as reasons for lack of participation or as 
obstacles to participation. Villages that were predominately dalit actually demonstrated 
increased involvement in BSP party politics and repeatedly noted that the dalit leader of 
UP, Mayawati would facilitate their ability to voice their concerns. The focus groups 
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were predominately Hindu and therefore accurate understanding of participation by the 
Muslim minority could not be assessed. 
 Dividing the results based on gender, it seemed that both men and women 
strongly encouraged participation by both genders and felt that it led to the betterment of 
the entire family. Superior access to knowledge, education and health services for their 
children was the key motivator for women. Potential for village development and 
improved infrastructure seemed to drive male participation. Both men and women were 
similarly skeptical of the ability of a pradhan to respond effectively to complaints 
however all recognized the importance of vocalizing their concerns at council meetings. 
Both elder women and elder men seemed to be more wary, in general, of the village 
leadership and felt that they could appropriately advocate for their needs however due to 
corruption, the hierarchical nature of the government and the overall lack of allocated 
resources, the pradhan would never be able to fully enact change. Younger men and 
women, while also concerned about the ability of local government to respond to their 
needs, seemed fundamentally unsure of their own ability to voice their concerns in a 
meaningful way. They were able to name the available channels for advocacy, for the 
most part, as readily as their elders, however they were far more hesitant to participate in 
this way for fear that no one would listen to or care about their needs. They felt that they 
would not have access to the higher officials who might be able to make a real difference 
and seemed, for the most part, to be far more resigned to their current plight than their 
elders. Their participation in community politics, meetings, NGO groups and women’s 
groups was viewed more as a forum to accrue information rather than as a place to 
advocate for the betterment of their families. Both elder men and elder women saw 
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participation both as a way to get better access to available programs and facilities and as 
a way to fight for the services their families require.  
 There was some difference noted in perceived effect of participation among 
individuals from villages that were randomized to the Saksham community empowerment 
intervention compared with those that were not. While both groups recognized the 
importance of their participation, the intervention villagers could cite tangible benefits, 
particularly relating to the health of their children. They seemed to feel that their voices 
mattered more and that Saksham would listen, respond to their complaints and convey 
their needs to higher authorities. Non-intervention groups did not have a similar sense of 
access to the government, felt that their voice mattered less, and were less inclined to list 
specific examples that reflected the benefits of participation. Cause/impact diagrams were 
also constructed to formally demonstrate the results of this theme (Figures 4 and 5). The 
figures outline the perceived causes and impacts described by male and females villagers 
of participation (Figure 4) and lack of participation (Figure 5). 
  
 
Autonomy  
The aim of this theme was to understand the autonomy, particularly of young 
women, to make individual decisions and to participate freely in the community and the 
household, both formally and informally. Given the goal of understanding political 
participation on multiple levels, decisions of who to vote for and how to vote are 
particularly relevant both to the overall objective of this study and to this theme.  
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There was a significant range in responses regarding how individuals obtain 
information about candidates, how they choose who they will vote for, and the varying 
degrees of freedom women have to decide how they will vote. A number of individuals, 
especially male members of the dalit caste, stated that they vote for a candidate based on 
party. Nearly all women indicated that they voted for the person their family supported. 
Younger women voted according to their husbands or the elder males in their family 
(usually their father-in-law). Elder women said that they voted according to their sons 
and husbands.  
“I vote with the consent of my family. Usually I vote according to my husband. Like if 
my husband favors the Congress party, I will too.”  
 
Only a few groups of women indicated that their vote would be predicated on a 
certain issue. Most women stated that they did not feel that their goals would be achieved 
by the candidate once they were elected so voting for an issue was not productive. Young 
women were more hesitant than elder women to respond in depth to this topic. For the 
most part, it was the character of the candidate, and certain personal qualities rather than 
a specific issue that determined who the women voted for. Some women did 
acknowledge that caste was also a consideration for them, or that they knew it was for 
other women in their village. Overall, most women did not vote for female leaders over 
male leaders, or vice versa. However, nearly every group pointed to Sonia Gandhi and 
Mayawati as examples of strong, effective women leaders.  
  “The vote should be cast on an issue and be given to the person who actually 
addresses this issue. Politicians promise they will get the road constructed and make 
other similar promises but are never true to them. They always come and talk 
handsomely and convince us that everything will be okay once they are elected- ‘I will 
get the whole road constructed’- but they never keep their promises. We know the 
issues, but they are never properly met. That is the problem.”  
“We usually vote for the person who promises to help develop our village, but 
often these promises are not met. I never met a candidate that promised and kept his 
promise. He sometimes will respond partially but he never returns to our village once he 
is elected. He sits in the assembly and doesn’t do anything.” 
73 
 
 
“I voted on the issues of road construction, electricity and water- all 
infrastructure development. He has helped partially, it has been slow.” 
 “I voted for Sonia Gandhi because she is an honest lady. I am not always 
aware of the positions of candidates. I see who the people of the village vote for and I 
vote for him. If a candidate doesn’t address the issues, I will vote for someone else in 
the next election.”  
“We want a young- no more than 40 year old- candidate who is an energetic, 
enthusiastic man of character. If he is young he will think of new things and do them 
with zeal. He must have the sense to understand the agony of the villagers and their 
needs.”  
“The candidate needs to be very humble and soft-spoken. Sometimes when a 
candidate comes, he bends down to our feet and makes promises and appears to be so 
humble. He is full of these promises but never keeps them.” 
“I voted for Sonia Gandhi because of her name, her honesty and because she is 
a big leader of the party. I think it is an honor to vote for her. She will care for the 
development of our village. But we know she is spending a lot of money but the poor 
people living here are not getting it. The middlemen are embezzling the money.”  
“I would prefer a local person. His personality must be good. I want to vote for 
someone I am familiar, can talk easily too and have easy access to.”  
“At the pradhan level election, we always vote for our group, or the party of 
the village, usually according to religion or to caste.” 
“I am not dalit. But most dalits for for BSP, for Mayawati. They vote on the 
basis of caste.”  
  “Women can be good, effective leaders like Mayawati and Sonia Gandhi as 
long as she is a woman of character. Now women participate in every sphere and in 
every post and they are working more effectively, not less, than their male 
counterparts.”  
“Women can be as effective as leaders. We need strong women. If these 
women do not come forward, how will we progress?”  
 
The responses of men seemed to span a wider range likely because they have 
greater access to information about the candidates, and because they appear to be the 
main decision-makers in the political sphere. Men also relied on their sense of the 
character of the candidates but seemed more inclined than women overall to vote on a 
particular issue. This issue for nearly all men was the development of the village. 
However, many also noted that while they do vote on these issues, promises made by 
campaigning candidates were rarely kept once elected. Men also seemed to emphasize 
voting by party. Men from higher caste villages consistently voiced their support for 
candidates from the Congress party and men from the dalit villages supported BSP.  
“At the time of elections we know about all the candidates. All of them criticize 
each other so we know their strengths and weaknesses. We learn who the man of 
character is from this.”  
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“The candidate should be a public servant fighting for the interests of the 
common people. Party, caste and religion do not matter.”  
“Sometimes a candidate is a manifestation of the party, sometimes the 
candidate is an honest individual. Sonia Gandhi is an honest lady and our leader. She 
will help us with development…I always vote for a candidate I know well. Sometimes I 
vote for a party, but not always. The candidate must have good character and be 
sensible. Caste and religion do not matter to me but they do matter for some people, 
especially in Uttar Pradesh.” 
“We vote at the party level. We all voted for Sonia Gandhi because of her 
party. If the candidate is good, we will vote for them. Sonia Gandhi would give funds to 
us but it is the lower representatives who do not give us the funds she allocates.”  
“At the time of election, issues are raised. But after the election, the issues are 
over- they are never properly addressed. The leader promises to solve them but after he 
is elected, it never happens.”  
“At the time of election everyone claims to be a good person. I vote for 
whoever says he is in factor of farmers, not a capitalist and from the socialist party. He 
must support the cause of farmers. He must speak for the development of the village.”  
 
Also intrinsic to this theme of autonomy is women’s freedom to vote 
independently and to express separate political opinions from their husbands.  Most 
women stated that they never vote independently. Some said they would express their 
opinions but in the end, felt that their vote would be wasted if they were not united with 
their husband.  
“We never differentiate from the opinion of our husband. We cannot surpass 
his opinion.”  
“I would not raise an issue on my own. I raise issues only with the consent of 
my husband.” 
“The elder of the family, my father-in-law, instructs me who to vote for. When 
there is common support in the village, we vote for that candidate. I don’t know who the 
good or the bad candidate is. It is the men who decide who is best. Some of the 
husbands in the village say that if you don’t think their choice is the appropriate 
candidate, then you can just sit in the home and don’t vote.”  
“Some of us vote differently. Some do not. If I feel that a person is right, I will 
vote for him. We vote in a unified way.”  
 
 While in most groups, both elder and young women stated they must vote 
according to their husbands or the village’s elder males, occasionally one or two women 
stood apart. Among the younger women, in two groups, it was the best educated woman 
in the group who stated she would consider voting independently. Among the elder 
women, it was most often a widow, or a member of the village council who stated this. A 
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few women said that while they did not necessarily have to vote according to their 
husbands, they did need their consent if they wanted to vote differently.  
 “We don’t necessarily have to vote according to our husband. If we think our 
candidate is the best one, we vote for him or her, but we do get consent to vote this way. 
We make the decisions with our husbands.”  
 “Sometimes I vote differently if I think my husband’s candidate is not fit. I am 
educated and I can see if my husband is not supporting the right candidate. I vote 
according to who I think is best. I stand apart when necessary.”  
 
 Among all women, there was also a sense that the community as a whole limits 
individual autonomy particularly with respect to individual voting. While this does 
appear to be a cultural norm in these villages, women also seem to feel that it is a choice 
that they are obligated to make. Nearly all women stress that their personal issues are also 
the village’s issues and they believe that voting according to other members of their 
village is the only way to achieve change. Therefore, autonomy may sooner be viewed as 
community autonomy as opposed to individual autonomy, meaning that they perceive 
their ability to work as a village to bring change as a key freedom they have achieved.  
“If a group of women decides to vote for a certain candidate and he is the best, I 
will vote for him.”  
 “Sometimes we are divided as a village, but if we are divided, then we waste 
our vote.”  
 
The majority of men agreed that women could not vote independently. Many, 
particularly the elder males, seemed shocked that the question was even raised. A number 
of men either outright stated or implied that it was illogical that women would vote 
separately because they are not as informed about local politics and therefore cannot 
judge who would lead best. There were some elder and young men however, who did 
grant this freedom to their wives. Two elder men felt that they no longer had the ability to 
tell their wives that they must vote accordingly to them. It did not seem overall that 
younger men, even those with higher education, were any more willing to grant this 
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freedom than the elder males and if anything, the elder men felt they had less control over 
their wives’ decisions than the younger men.  
 “She cannot vote differently. Women vote according to the men. We are more 
capable of deciding who to vote for than women. Therefore we should influence them.”  
 “Women always vote with the consent of the family. Since the elder man is the 
master of the house, the woman votes according to him.”  
 “Sometimes women favor women candidates. Men do not do this. We don’t 
vote according to our wives. Women vote according to their husbands and their elders.”  
 “It is difficult for them to vote differently. Usually they will vote according to 
the head of the family, the elder man, not the husband, because he has the greatest vision 
and the most experience.”  
 “If we agree on a candidate, we vote for the same. If we disagree, we vote 
differently.”  
 “Sometimes women may accept our opinion about who to vote for but in the 
end, they do whatever they want to do because I don’t see who they vote for.”  
 “A woman may have a better understanding of the candidate so sometimes I 
will vote according to how my wife feels, but not always. I don’t force my wife to vote 
with me but she might ask for my consent.”  
 “Sometimes, I can be convinced by my wife to vote differently. Once I agreed 
with the person my wife wanted to vote for. If the candidate is from the village where 
my wife comes from and she wants him, I will have to vote for him because I need my 
wife to cook the food or else I will go hungry.”  
 
 Beyond political freedom, other aspects of autonomy including freedom of 
movement, ability to seek medical care without permission, and control over finances 
were also addressed. In terms of freedom of movement, there were differences noted 
primarily between young and elder women, and between villages of disparate castes. 
Young women were limited in their ability to move independently around the village, 
other than to work in the field and tend to their children near their homes. This was also 
observed by focus group locations that were designated by the village elders. Focus 
groups with young women, particularly in the more traditional warrior caste villages, had 
to take place inside of a house. Similarly, husbands of the young women tended to lurk 
close to the focus group at all times, and often had to be asked to leave. Elder women on 
the other hand, were free to meet in groups outside of the homes and their husbands 
willingly removed themselves when asked. Young women from the more traditional 
villages also refused to sit in chairs or on tables and only would sit on the ground. Elder 
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women did not have to follow such procedures. Neither young nor elder men sat on the 
ground, and all male groups were held outside.   
 Women were asked about their freedom of movement as it relates to their ability 
to take their children to the doctor. In every group, all women, both young and elder, 
indicated that they could take their child to the doctor in an emergency without 
permission. However, most women, particularly the young women, stated that they 
would not go alone, especially to a district hospital. Most said they would ask neighbors 
or anyone they could find quickly to accompany them. Nearly all women voiced their 
reliance on their community to help them get care for their children. 
 “We normally ask for permission, but in an emergency, we will get neighbors 
and community members to help us.”  
 “Women manage with help from their neighbors. We all will go to the hospital 
together. No permission is needed. With the help of the community we will get the child 
treated and take them to the hospital.”  
 
Similarly, men indicated that in the case of an emergency, no permission would 
be needed. However, the caveat was that nearly all men felt that women should always be 
accompanied. In some cases this seemed to stem from traditional, cultural constructs, but 
in most cases it seemed to be more of a logistical or safety issue since the health facilities 
are so far from the village. Some men did state that in the case of health, emergency or 
not, no permission would be needed, and she could go alone.  
 “A man should go with a woman but in an emergency, she is free to go. 
Women have difficulty going to the hospital since it is so far away. She has to go with a 
man because it is so far.”  
 “In an emergency, anyone, man or woman, can take the child. If there is no 
emergency, she must wait to discuss it with the family elders and wait for someone to 
come to take them to the hospital. It is a family matter. Sometimes they ask, but it is a 
mutual understanding if it is not an emergency.”  
 “A woman can take her sick child to the hospital without anyone’s permission 
in an emergency. If we are there, we will accompany her. She will take someone with 
her, like a neighbor, or another woman, because the health post is very far away (5-6 
km) and she will not go alone. Someone from the community will go with her.”  
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 Having money to spend, both on specific needs, and also for leisure, has been 
shown to be central to autonomy, and ultimately to female empowerment. It was very 
difficult to get a true understanding of this freedom because most men and women in the 
villages responded that they had no money in general and anything the family had, they 
used on basic needs such as healthcare or education for their children. Women indicated 
that they had no money to spend on leisure, but that in general, their family had no extra 
money from which they could even imagine setting aside for their own wishes. A few 
elder women said they had a little extra money set aside, but of the most part, neither 
young nor elder women had access to financial resources. Similarly, men stated that 
women were allowed to have some money for themselves, but depending on 
circumstances such as profitability of the crop, they may or may not have any.   
 “We are poor farmers, we have no money and no savings. How can our 
husband give us extra money that we don’t have? To save our children’s lives we will 
sell anything. We are working class. What we make every day, we spend at night. We 
have to earn for each day.”  
 “At night, a child was sick and I only had 200 Rs in my house so I had to 
manage. Sometimes women have some money for themselves, sometimes they do not. If 
our husbands were in government jobs, we would have much more money. But we are 
farmers and we have to spend a lot of money on farming. We have very little saved. We 
spend all the money we have on our family’s education.”  
 “I am the shared owner of the house. I have access to money.”  
 
 Women and men were also asked about freedom of education, particularly for 
their girls compared with their boys. Every individual in every group agreed that both 
girls and boys should have equal access to education. However, one group of young 
women pointed out that elders oftentimes encourage girls to stop school after 7
th
 or 8
th
 
grade because they feel that it is not necessary for their futures or for the betterment of 
their families.  
 “In ancient times, it was the custom of our fathers to not care about the 
education of girls. We now think they should be equally treated in education and 
healthcare and in other facilities. Girls and boys should be equally provided for…If a 
girl is brought up in Lucknow, it is different. When we come after marriage to our 
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husband’s house, we are brought up in another district with different thoughts and 
obstacles. Girls in Lucknow are freer to get education than here in Rae Barelly. Here we 
cannot change customs in our husband’s house immediately. It takes time to 
accommodate. Elders here say that after 7
th
 or 8
th
 grade, girls have studied enough. They 
don’t need to study anymore to go to their husband’s house. Sometimes we protest to 
change this. Sometimes we are successful, sometimes we are not.”  
 “If you educate a girl, she can better maintain and look after her family. It is not 
like it was in the past. We are educating them equally.”  
 “We don’t differentiate between girls and boys. I love my girl more. We will 
take both to the doctor and we will make sure both get educated.”  
 “Both should equally be sent to school. Previously, the family wasn’t balanced 
unless the boy went to school and the girl stayed at home. Now everyone has started 
thinking that families would be better if everyone was educated. There will only be 
halfway development if there is only half of the house educated. Boys and girls should 
both be educated.”  
 
 Women were asked specifically if they had concerns that they felt were more 
female by nature than male, and that they might be better able to articulate. Young 
women in particular, stated that they had no issues that they would independently raise 
and that their issues were shared issues with their husbands. They consistently felt that 
men were more equipped to raise and act on their joint concerns. Nearly every group, in 
some context, brought up children’s education as the primary concern for women. Others 
suggested that household needs and child health were more women’s issues than they 
were men’s concerns. 
 “Women are more involved in household issues. We need water to cook food 
and lighting to cook at night. We also need wood and fuel to make the food. Men are 
indifferent to these things. They want the food cooked for them but how we do this is up 
to the women. External issues like agriculture, money and making businesses are men’s 
issues.”  
 “Mothers are concerned for their children’s health and education. Sometimes 
men force children to work in the field and they are not as concerned with their 
education. Women are more sensible. We want all of our children to be educated.”  
 “At large, the issues for men and women are the same- health and education of 
children and betterment of the family. Men’s main issue is unemployment. After the 
men are finished with their agriculture work, they are jobless and just sitting around the 
house.”  
 
 Overall, it seemed that women were satisfied with the degree of autonomy they 
had in their households and in their village. Most did not seem to think that they should 
have the rights that they do not have- such as voting differently from their husbands, or 
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having complete freedom of movement in the village. In the domains they found to be 
most important- education and health- they seemed to have the autonomy they desired 
and had achieved some degree of equality for boys and girls. There were definitely 
villages where the men consistently did not feel that women should gain equality or 
increased autonomy. These distinctions were seen largely between villages rather than 
between elder and young men. Largely, villages were not divided along intervention/non-
intervention lines but rather along caste lines, where villages that were dominated by the 
more traditional castes granted less autonomy to women. 
 
Agency/Self-efficacy 
 
The aim of this theme was to understand the concept of women’s agency, both 
more broadly, and as it relates to health. Here, discussions addressed women’s perceived 
ability to participate politically and to advocate- in the household, in the community, and 
at the state/national level- to achieve specific goals, particularly better health. Parallel 
issues were similarly addressed with male villagers both in terms of their own perceived 
abilities and their views on women’s capabilities. This section is divided into three 
interrelated and complementary parts- health agency, political agency and health 
education. The final theme, health systems, is also central to health agency, but will be 
discussed separately.  
 
Health agency  
 
Health agency encompasses a number of issues including the availability of 
resources and the adequacy of those resources to provide medical care, the concept of 
self-efficacy, or the perceived ability of individuals to make the changes to their health 
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system they deem necessary and ultimately, the level to which the society supports this 
notion.
67
 In addition, the extent to which individuals have access to health information 
and education and the health and political norms and infrastructure of the society that 
facilitate or hinder an individual’s ability to advocate for better health also come into 
play.
67
 These concepts were addressed through scenarios and different means of 
participation were assessed to see which had the greatest perceived efficacy. 
There were a number of channels that women felt they could employ to advocate 
for better health. Elder women consistently needed less prompting and many eagerly 
responded with lists of methods and past evidence of successes. Young women, overall, 
seemed more resigned to their current health system and did not feel it was their place to 
advocate for better services, or when they did, they did not seem to think others would be 
receptive, or that they would achieve their goals. Many women, especially the elders, felt 
that the formation of women’s groups was the only way to get their grievances addressed. 
Others felt that they needed to channel their complaints through either an official, or 
through a more educated person, usually a male member of their family. Many in the 
intervention villages, particularly the young women, cited Saksham as their best 
intermediary. Others pointed to specific village council members who would help bring 
the health services to them directly.  
The importance of the pradhan was evident in all of the villages. Individually, the 
women had differing degrees of confidence in their respective pradhans’ ability to 
actually bring change. A significant number also questioned the honesty of their pradhan 
and noted dubious interactions with members of the civil service. Regardless, the women 
saw the pradhan as their direct representative and as the person who would best convey 
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their needs to the authorities who could make a difference. It also became clear that many 
groups viewed their participation in this study as a form of their advocacy and as part of 
their fight to improve their village. A number of women stated their explicit hope that this 
study would help advertise their current plight and help get their complaints addressed by 
the higher officials.  
“We are not educated enough to voice our grievances in a proper way, so we 
will find some right person who actually can accomplish our grievances. We will 
complain again and again to other people.” 
 “We would ask questions and send the leader of the community, and then 
Sonia Gandhi letters. We would submit an application to the pradhan at the next big 
meeting. We would petition for proper hospitals, better infrastructure and better schools. 
If we don’t have direct access to the right channels, we can find someone who does.”  
“A women’s group is better than one woman alone. An organized group will 
hold more weight and have more say than if we go individually.”  
“Vaccinations are very important to us. If a vaccination program happens in 
another village, we will complain to get it and go in groups to the village chief and the 
higher authorities if we need. Saksham will help us and tell us what we need to do.”  
“We rely on Saksham or other organizations in the area to help us. We hope 
they will collect our grievances and convey them to the higher authorities.”  
“Our village council member would go door to door and tell all women about a 
new vaccination if one exists so they altogether could make sure it would be brought to 
the village.”  
“We would ask our pradhan, our doctors and every authority to put 
antibacterial spray in our water and to make sure the water supply/pump is hygienic. If 
the pradhan doesn’t listen to us individually, if we go as a group of women, they will 
listen to us better. They listen to groups of women.”  
“We need a better hand pump- an India Marka hand pump. It broke and no one 
has fixed it. We have one pump for 50-60 houses. The pradhan could help us. 
Sometimes our grievances are addressed, sometimes they are not. He is capable, but it is 
not up to him- it is up to the higher authorities…The water right now is not in order. IT 
is yellow and tastes bad. We women villagers do not know who to approach. We always 
go through the pradhan. We need help from a proper water corporation that would work 
for us.” 
“We have many priorities. Medications, technical support, road construction 
drainage, street construction, vaccinations that are on time, health workers who come to 
our villages regularly and give medications properly, health care for pregnant women, 
better roofs for our houses and better living conditions. Rae Barelly is a backward 
district. This report should reach Sonia Gandhi. They are not properly distributing 
essential commodities like food grains and kerosene to the poor rural people. A quota of 
commodities is supposed to reach us but the distributors sell the goods on the black 
market instead so we don’t get it. Corruption is at the level of distribution. Ration cards 
never reach the poorest people.”  
 
A number of women were eager to cite examples of their successful health 
advocacy, particularly through women’s groups. Interestingly, two of the most vocal 
focus groups on this subject- one of young women and one of elder women- took place a 
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village that was a non-intervention village that recently began to receive some degree of 
Saksham involvement. These young and elder women were the most excited about the 
prospect of participating in women’s groups and had a number of success stories to share.  
“We can express ourselves better if we go in a group. Groups will have a say. 
Sometimes the pradhan even takes our group of women before the higher authorities to 
demand more efforts to develop the village. We were brought by the pradhan to face the 
higher authorities to say that we need a proper drainage system that takes the dirty water 
to a sewer system away from the village. By using us the pradhan was able to get more 
funds allocated to the development of the village.”  
“I already have a group of eleven women and we started a program of saving 
money by depositing an amount every month and saving the money. By saving it, in a 
time of emergency, anyone can use that money to help their family, like to take their 
child to the doctor. I think we are more effective if we work as a group.”  
“As a group we fought for road construction- that was accomplished 50%- and 
for a drainage system- also partially constructed…Over there you see new bricks 
forming a street. A group of women told the pradhan they would vote for him if he did 
this and when he was elected this is what he did. Because we were a group we got him 
to be true to his word. The new pradhan is working to solve our problems. We got him 
to do some things already.”  
“We go as a group to the pradhan and speak to the council. Last year our 
villagers got encephalitis and we heard there was a vaccine and we got this. We also had 
filariasis and heard there were pills and we went and got them. Sometimes the 
government does provide us with these services. We go to the hospitals and we talk to 
the officials. From last year we became more aware about how to get the vaccines and 
medicines we need.”  
 
There were also accounts of attempts that were unsuccessful and descriptions of 
failed women’s groups that were ineffective or corrupt. A number of women also felt 
they were too uneducated to be part of a group and stated they would not how to make 
them work effectively. A few young women requested outside help to facilitate this.  
“When five people in our village died, all of the villagers complained to the 
pradhan. We never heard back because no one cared. Then we went to the higher 
officials with the pradhan but no one cared about that either. The problem is no clean 
drinking water and everyone turns their back.” 
“There was a [women’s] group in the past that formed to save money but a 
woman embezzled from the group. A group must be led only by an educated woman so 
she can work for our interests.” 
“Here there are no groups so women don’t have anything they could join. 
Women are not going to form such groups here. Most of us are uneducated. Time in a 
group would hurt our work in the field. If a group could bring us money or help us with 
financial issues, we would join.”  
“There are no government schemes that help women’s groups. We want more 
of these. We also want guidance and how these work. If we were better educated, maybe 
it would be easier for us to work as a group…Our groups wouldn’t have money so we 
wouldn’t get things to work. Without money we can’t do anything. We would have to 
offer a bribe to the officers to get a favor but we don’t have money. We don’t know how 
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to establish these groups and we don’t know how to work effectively. We want to learn. 
We think these groups will bring a change if we could join them.” 
 
Among many women in non-intervention villages, there was a poor sense of self-
efficacy. Women were oftentimes aware of the appropriate channels to action but felt that 
no one really cared about their needs or would truly commit the resources necessary to 
help them. Similarly, examples of corrupt behavior, particularly among local officials, 
permeated nearly all of the focus groups and were mentioned equally as often by young 
and elder women and in intervention and non-intervention villages.   
“Either you are satisfied with the available services or you will die.”  
“We go to the pradhan and ask for services but things stay mostly the same. 
Sometimes we are cared for and sometimes we are not. At large, the situation remains 
the same.”  
“The pradhan doesn’t care about the dirtiness of the village or about fixing the 
drainage system to the children won’t get diseases. We still hold a sanitation drive once 
a year, or once every 2 years. There is no proper sanitation. Once the pradhan is elected, 
he doesn’t care. He gets some money from the government but the amount he allocates 
doesn’t fix this…We go back to the pradhan but sometimes he is indifferent to our 
problems and doesn’t care. The pradhans get very rich and strong, they get a lot of 
money and then they take half of it. The poor people can’t stand against him.”  
“There are schemes for women in India that are provided by the government 
but never get them. We know there are things that are supposed to help empower 
women and give them work but we don’t get them. Blankets are distributed by the 
government through the district magistrate to the pradhan but the poor people never get 
them.”  
“We ask the higher authorities, from the health department too to come and 
check the water. Our children repeatedly suffer from diarrhea. They need to come and 
check our water and give us better sanitation. There are only 3 hand pumps in this big 
village and the water supply system is very poor. The wells are contaminated and there 
has been no effort to clean them. The government should take better care of this. There 
is no proper water supply. We keep telling this to the authorities but they don’t care to 
hear about it. When children keep getting sick we just take them to doctors. What can 
we do other than this? Maybe I can send a male member of my family to the authorities 
to tell them to fix this.”  
“We should have better services provided at our health post. Nobody turns 
back once elected to respond to our grievances. It is all about getting the vote. We are 
unable to put pressure on them. Nobody appears at the time when the actual problems 
happen. It is up to us to make things better. We are helpless and rely on the machinery 
of the government.”  
 
 Male focus groups were similarly presented with scenarios to better understand 
both their own concepts of health agency, and their views of women’s health agency. 
There were a number of similarities between the men and women’s health and 
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development related complaints and their respective criticisms of the obstacles to 
advocacy. However, while men had a greater sense of self-efficacy, they were able to cite 
far fewer actual examples of instances when their efforts got better health services for 
their villages. The men were far more critical of the current government and nearly every 
group expressed a sense that their needs had been abandoned by the local officials. 
Overall, regardless of intervention village status, men were very encouraging of women’s 
participation in groups and in health-related advocacy.   
 The men pointed to a number of channels for advocacy for both men and women. 
They also emphasized their specific complaints regarding obstacles they have 
encountered particularly relating to health. There was a sense, among both young and 
elder men, of resignation to their current plight and to the will or lack there of, of the 
current leadership.  
 “We complain to higher authorities but no one listens to us. We would either go 
by ourselves or in a group of four or five. If women complained, they wouldn’t listen to 
them either.”  
 “There was an anti-malaria drive and they sprayed this area but only covered 
half of the village. We depend on the administration. We don’t think we can get the 
other half sprayed. Our complaints are never addressed. We will make an effort 
sometimes. Now, we just wait for them to come and spray the other half.”  
 “We talk about better facilities that we need in the hospitals. At the local level 
we need the health workers to come to look after women and children to give us 
information. We keep writing to the higher authorities for better facilities to be made 
available. Our grievances and applications are put in the garbage. They tell us they feel 
harassed and tell us to stop writing to them like this.”  
 “The local health post does not have proper services. It is the duty of the 
government to fix this. Sometimes we complain to government representatives but they 
don’t care about our grievances. We say them through newspapers too but they are not 
always heard and addressed. Largely, the situation is the same.” 
 “For 50-60 houses there is only one pump at the end of the village. Many 
pradhans were elected and were told about this but no one cares. What can we do? We 
have gone to the block office to complain but no one cares. We also do not have direct 
access to the higher officials. We know where to do but nothing happens. No one 
addresses our complaints.” 
 “Diarrhea from the water is the epidemic of this area. We go to the hospital and 
to the authorities who look after the water supply. We will keep writing to the pradhan. 
This year we wrote to the district officer at the Tehsil and asked for a survey of our town 
to look at who is affected by the diarrhea and who is not, and who is most affected by 
the dirty water and who is not. We kept writing to the pradhan. We did meet with the 
higher authorities and asked for medicine and antibacterial spray for our wells. They 
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came and inspected the village. We think our actions made a difference. The diarrhea 
has stopped a little.”  
 “We complain to the pradhan, to the chief medical officer, to the MLA, but the 
conditions for the most part remain unchanged. Our complaints are not addressed 
properly.”  
 
 Nearly every male group stressed the importance of women’s group formation. 
Some questioned their ability to actually achieve their goals, but for the most part, they 
vocalized their support both in principle and in practice. 
 “There are no women’s groups here but they would be good. They could 
pressure doctors to improve health services. Groups would be much more successful 
than individuals. Together they could pressure doctors to take better care of our 
children. Individually, this will not work. If the women are well educated, they can work 
efficiently.” 
 “Women can form a group. It would be very beneficial to the community. They 
can share information with each other and have greater say. But all women don’t think 
the same. Some are educated and some are not. If they work with a mutual 
understanding, it could help and they could have a say.”  
 “We strongly encourage our women to participate in women’s groups. They are 
free to join without permission and we help take them to groups that are working. These 
groups are good for the family and for the village…They would be effective sometimes. 
They have to work for all the issues- health, children’s issues and the development of 
the village. They do this sometimes, but things are not going to change because the 
higher authorities do not listen to these women.”  
  “It is good for women to participate in women’s groups especially those that 
advocate for their children’s health. These women’s groups can be more effective. At 
the beginning there may be more of a hassle but ultimately they will have sure success. 
If they complain to the higher authorities as a group, they will be more successful. 
Women may be better advocates for everything.”  
 
 Similar to the responses of many of the women’s groups, a number of the men 
also pointed to the central role of the pradhan in both relaying their needs to higher 
authorities and addressing complaints. Depending on the village, the men had varying 
levels of faith in their respective pradhans to actually achieve their goals. Compared with 
women in the same intervention villages, the men seemed to rely less on Saksham or 
other international groups to help them.   
 “We would go through the pradhan. He would send grievances to a higher level 
of government He would continue our effort and get us success. We continue to make 
efforts [to get better health posts] but doctors are not available, sometimes medicines 
aren’t available, sometimes there aren’t machines or no technicians to run the machines. 
We hope the pradhan conveys our needs to the authorities. If central government works, 
there will be change. Now we get background services provided for us and we keep 
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complaining and writing letters. One day our grievances will be addressed and we will 
get the services at our post.” 
 “I would go to the pradhan or directly to the health post. I would be successful. 
The pradhan is always capable of bringing facilities here. Sometimes, we go 
individually. If the pradhan needs our help, we would go with him.” 
 “Saksham is helping us some. They come and inspect the health conditions of 
the village and help us report our complaints to the authorities. But this doesn’t 
completely change the scenario. Saksham doesn’t have enough money to actually help 
us.”  
 
Political Agency 
 
 Intertwined with this theme of health agency is the concept of political agency, or 
the ability of both men and women to make their voices heard and to change their current 
situation, health and otherwise. Women were asked to address this directly whereas men 
were asked it in terms of a woman’s ability to participate in the political process in a 
meaningful way. Here the goal was to understand whether the villagers feel that their 
votes make a difference and more generally, that their participation in the political 
process matters.  
 Among the majority of the elder women in both intervention and non-intervention 
villages, there was definitely the sentiment that it was their duty to voice their grievances 
and to participate in the political process. Despite this impetus to participate, many 
expressed significant disillusionment with the system. 
 “It is our duty to say our grievances and it is up to him [village pradhan] if he 
addresses them or not. We will talk to an elected person with the help of a person who 
has access. It will not always change the scenario. There may be some change if there is 
help from a person with access and if we are part of an organized group.” 
 “When five people died, all of us complained to the pradhan. I went to the 
pradhan but never heard back because no one cared. Then we went to a higher 
government official along with the pradhan but no one cared about that either…We 
need someone to do something about this.”  
 “The village council does not heed our call for help…No one cares if we 
complain to the authorities. They make promises to get elected but once elected there is 
no improvement. Political leaders only care about the vote. Our village is the same as it 
was in the ancient time.”  
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Younger women, as a whole, felt less effective in the political sphere, and seemed 
to have less faith in their village leaders. They also seemed to have more difficulty 
articulating their priorities and their grievances. 
 “We don’t think the pradhan could do anything. We would go to the pradhan 
but we don’t know who to write to or what we would write.”  
 “Sometimes the pradhan cares, sometimes he does not. Mostly men will go to 
the pradhan and to the higher authorities. Women don’t really go. A woman cannot go 
and look after her children at the same time. I would send my husband to make the 
complaint.”  
 
 In every group, women felt that their best means of political expression were 
through women’s groups. They felt that their top priorities- better health and education 
for their children and infrastructure development- were best addressed through their 
cooperative advocacy.  
 “A group of 20 of our women went to the district minister in a group and got 
the junior high school built in a nearby place even though it had been shifted to be built 
somewhere else. Even the pradhan could not do that. We brought that school here to our 
village. Our women’s group also got us that little bridge and part of the road leading to 
the village. Before it was a dusty road. This is the group working. There must be a 
group. If the men don’t bother to fight for it, women must go. A women’s group- all 
women- both old and young- this is how we bring change to the village.”  
 
 The nature of the scenarios presented to men on this topic was slightly different. 
Here, this theme was addressed both through support for their wives’ political expression 
and their perspective on a woman’s ability to lead. For the most part, men felt that 
women could be effective leaders so long as they were properly educated. One group 
actually decided that a woman would be a better leader than a man because she would be 
less easily influenced, financially and otherwise, by men in the community. The most 
frequently cited limitation for women as leaders and for women as active political 
participants was their inability to travel safely and freely by themselves. The men also 
felt that most often the women leaders are not as educated as they should be and end up 
serving as their husband’s puppets. Otherwise, men felt that women would prioritize 
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health and education in particular, and care for children and the elderly, more than their 
male counterparts. There was no clear split between young and elder males on these 
issues.  
 “A woman leader can be effective if she is educated. Here in our area women 
are puppets. Sometimes, women cannot go to the district headquarters. If she is pregnant 
for example, she cannot go for a long time and men have to look after all the work. Men 
have much more access than women do. If women are educated, intelligent and aware, 
they can work better on health issues than men and they could be successful leaders.” 
 “A woman pradhan depends on her husband. Only a small number of women 
here are educated. A woman pradhan cannot make a decision independently. If she is 
educated, she can work better. Women think about children’s health and education more 
than men. It is not that women cannot do anything- I fthey are educated, they can help 
the interests of the people- especially the women and children.”  
 “Women leaders are more effective than male leaders. They don’t get as 
influenced as men do by other men in the community. She will think more of the women 
in the community. She can make a difference this way.”  
 “Women cannot go to every place anytime. A male leader can work effectively 
in areas where women cannot go and can access these places and people better than 
women can.”  
 “Women are busy in the house and they don’t have as much capacity to work as 
men. They are not as exposed to the outside world. They can’t be as effective with the 
issues. Male members are capable of raising every issue. Women may better represent 
the health and education of their children because women are more involved with their 
children. Men are always outside working and they cannot care for them as well.”  
 “Women will have a much better effect and be more influential tan men. Higher 
authorities have a soft spot for women…A woman’s group will be handled more 
delicately and get a good reception. A male group would not be treated as well. Higher 
authorities cannot behave rudely to women. They are bound to respond and behave 
decently. India is a nation that prioritizes women…There are women chief ministers, of 
UP of the country. We vote for women. There are reserved seats for them too.”  
  
Education 
 
Both women and men clearly felt that education was central to political agency 
and, similarly, that health education was critical to health agency. Among elder women 
who were less educated as a whole than any other group, the importance of better access 
to information and education for their children and grandchildren was paramount. Many 
men and women expressed disappointment with the school system and felt that children 
in rural communities did not have the same access to teachers or learning materials as 
those in the main cities. Men in particular were critical of their current access to 
education. Nearly every group also affirmed the importance of educating boys and girls 
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equally. With respect to health education, women in particular felt their current level of 
health knowledge was inadequate and believed that they would be significantly better 
able to care for their family if they were provided with more information.  
“Education of mothers is most important and will help them better care for their 
babies. We need to learn English. More than anything we need more knowledge, 
information and education. Everyone needs this. These things will bring the change.”  
“The students do not get fellowships anymore from the central government to go 
to better schools. Girls who finished high school used to get 20,000 Rs but now the 
government stopped this. They also have done away with mid-day nutritious meals even 
though it is still promised.”  
“Women want to get children good schooling and good education. The schools 
are in poor condition and the standard of education in this village is very poor. 
Sometimes there are no teachers because they are all local farmers who are busy with 
their own work at home. We want teachers from the outside to come and teach our 
children appropriately.” 
“We send both our boys and girls to school with the same affection. What I spent 
for my boy, I spent for my girl. I sent them to the same schools we thought were good.”  
“We want to be provided with the information we require to improve the health 
of our families. Health education would help us better care of our children. We don’t 
want our children to face the same things we face. We want to see them well placed. If 
we receive proper education and they receive proper education, maybe they will take 
care of us in our old age.”  
“At the time of delivery, if women received better education, they could better 
help themselves. If they were better educated they could deal with their children’s health 
issues. We are all illiterate so we understand the importance of education. If we were 
educated, we could handle children’s health problems much better.”  
“If people had good health education we would not need doctors. Already health 
education here has really improved the health our pregnant women and children…We 
need help from other organizations to help provide and fight for these services.”  
 
Health Systems 
 
Intrinsic to an understanding of health agency is an appreciation of the existing 
health system that serves the villages. A number of issues relating to health infrastructure 
and obstacles to services were examined through scenarios presented in the focus groups.  
 
 
 
Infrastructure 
 
 Complaints relating to infrastructure were the most common among both men and 
women. It became overwhelmingly apparent that basic issues of sanitation, access to 
clean water, lack of electricity and street lights and poor road development were the most 
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important to the villagers. The reality of the poor conditions of the health posts, the lack 
of doctors, the inadequate medications, the lack of pathological services, and the costs of 
services were all secondary to their fundamental inability to actually reach these 
facilities, especially at night. Only one group acknowledged their reliance on traditional 
healers or jholachap doctors- untrained men with bags of medication- due largely to their 
inability to get to the health posts. Primarily, the unpaved roads, the lack of link roads, 
the lack of transportation and the absence of nearby health posts made access to health 
services nearly impossible for the majority of the villagers, particularly during monsoon 
season. There was no distinction by age or gender in the responses to these issues.  
 “No one responds to grievance so far as cleanliness or sanitation is concerned. 
Doctors can only give the medications but they cannot improve the living conditions. 
General living conditions must be improved. All the other things are secondary to a 
healthy atmosphere…We are rural people without proper infrastructure- with not even a 
road. Maybe if we had this basic infrastructure we would be able to participate better 
and get better care.”  
 “We need lavoratories, electricity and proper water supply. We have no light at 
night and the students cannot study. The light comes after 11 at night. There is dirty 
drainage. We need a link road. We can’t do anything during rainy season.”  
 “We need new hand pumps. The India Marka pump broke and has never been 
repairs. Our top issues are the lack of infrastructure here, the lack of roads, no sanitation 
and poor water supply.”  
 “The water is pale yellow in color and tastes salty. We do not know how to get 
clean water. We want it supplied better. We need a submersible and a deep well to get 
us clean water. The water corporation needs to work more here. If a person drinks the 
dirty water, he will get sick”  
 “Our priorities are cleanliness, especially at the time of childbirth, health, 
education, better care for our children and improved living standards and sanitation. A 
proper sanitation system, better drains and a sewage system would benefit the health of 
the children. Street lights, electricity and clean water are our other priorities.”  
 “Our priorities are roads and easy access to the hospital. We go to fake doctors, 
or jholachap doctors who have little knowledge because we can’t get to the real doctors. 
Hospitals must be in reach. When a family member gets ill, we want a nearby facility”  
 
Community Health Workers 
 
 A critical component of the health system in rural UP is the community health 
workers, or the Asha workers. Given the poor infrastructure, the ability for health care 
and education to be brought directly to their homes is central to the way services are 
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obtained. However, it is clear from descriptions provided by both men and women that 
while these health workers are extremely important to their village, there are also definite 
flaws in the services they provide. 
 “Health workers are supposed to come on a fixed date. We don’t have proper 
health education but they do come regularly to the village and to the health center. If the 
midwife does come at the time of delivery, she often doesn’t give us the medicine 
properly and is always demanding money. We pay them only if the newborn in healthy. 
They don’t work like they should and take advantage of us. The government is not 
providing enough for pregnant women. We think we have been informed about 50 
percent. If we were educated better we would have better awareness and better health.” 
 “Sometimes the health workers come to vaccinate our children but they don’t 
make sure that every child has been vaccinated.”  
 “Health workers should come more and visit the villages properly. Vaccination 
programs should be conducted on time and regularly.”  
 “Asha workers come here. Now all deliveries are with the help of the Asha 
workers and our maternal death rate is lower and things are better. The Asha worker in 
our village is very good at efficient.”  
 “Health workers come once a week or twice a month and they find us and 
vaccinate us. If the women are busy in the field, they write on the door and tell them to 
come to the hospital to get the vaccine. There should be a common call for the entire 
village to get the vaccine so everyone actually receives it. The health workers just want 
to complete their quota on paper. They are not concerned with making sure every single 
child has received the vaccine. When the higher authorities come to check that everyone 
is vaccinated, they see a number on the door and think everything is okay. The higher 
authorities should make a common call to the village, or arrange for a camp so that we 
all can get the vaccine.”  
 
Health posts 
 
 The conditions and services of the local Shivgarh health post among the villagers 
who had actually visited it were consistently described as inadequate. Not only was the 
health post far away (on average approximately 4-7 km from the different villages) and 
there were no roads, transportation or street lights to help them reach it, but once they did 
get there, most were unable to obtain the services they felt they required. Many, 
particularly the elder males, stated that they have complained numerous times to their 
pradhan and to district level health officials about the problems with the health post but 
they have seen no change. Both women and men seemed most concerned about women 
during childbirth. They consistently felt that in an emergency, they had no ability to get 
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adequate life-saving care for the young women. Many expressed skepticism with the 
medications and diagnoses they were given. Most did not have faith in the government 
doctors assigned to their post. They felt they were bureaucratic and poorly trained, and 
had very limited resources to work with. Others believed that the medicines and the 
equipment did exist at the health post but because they were poor farmers, they did not 
have access to them. A few groups also mentioned the rise of a black market where 
government drugs are sold which makes it even harder for villagers without money to 
obtain the medications they need. 
 “Sometimes they give us the same medicines for different diseases. The health 
post does not have the facilities we need. And what the health post has, we don’t get. In 
Shivgarh, the doctor isn’t even there all the time. At nighttime there is no doctor in the 
health post. If we take our women there in an emergency, there is no one there and we 
have to go further to the hospital. During summertime we were more prone to diarrhea 
and cholera and dehydration but at the health post, there was only a man with an 
injection, not the doctor and they referred us to the district hospital which costs more 
money and takes so long to reach- its 50 km away.”  
 “The reality is that there are no resources at our local health post. We have to 
go to the big hospitals in Lucknow and pay a lot of money that we don’t have. It is very 
expensive to get a car to take a person to the hospital and it takes a lot of time. In 
emergencies we always have to take the patient to the big hospitals in Lucknow.”  
 “We need a health post that is less than one kilometer away, not more than five 
like the Shivgarh health post. When we take a patient there, there is no laboratory and 
no pathologic testing. Everything has to be sent out to be checked. There is no blood 
bank. People have to go to Lucknow if they need these things. We don’t have the money 
to do this and we have to sell our food, animals, anything in our homes to get there.”  
 “We wait for a long time queuing and by the time we make it in, the doctor 
isn’t there…There is an inadequate supply of medications especially in the case of 
emergency or at the time of delivery. If we need blood, syringes, medicine, or gloves, 
they send us to buy them outside. How do we do that if we don’t have the money?”  
 “There are resources at the health post, not all, but some, but we are poor so we 
don’t get them. People who deserve these services don’t get them. Only those who are 
influential can get medications and prescriptions they need. Some doctors have private 
practices and if we pay them, then they will take proper care of us. There are good 
medicines but they are sold illegally on the black market. We never receive medicine 
from the doctors at the health post. We have to go to the chemist. The medicine is 
supposed to be given to us by the government but instead it is sold on the black market 
and we have to buy it from the chemist’s shop instead.”  
 “Last year my daughter-in-law had a problem during delivery. She got shaking 
chills and did not recover after 3-4 days. We took her to the local health post but the 
treatment was not proper. We had to take her to another hospital in Lucknow. We need 
better services at the local health post. Since Saksham came to our area there have been 
more doctors present and the performance has improved. We still have to go other 
places to have our blood tested and also to get transfusions…Doctors never listen to us 
because we are poor. They charge us their fees no matter what.”  
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 It is necessary to note how central the villagers felt the poor infrastructure and 
inadequate health system was to their ability to advocate for better health. This finding 
emphasizes the importance of understanding the local health system in the 
conceptualization of women’s health agency.  
Overall, the four main themes presented here- participation, autonomy, 
agency/self-efficacy and health systems- incorporate the majority of responses provided 
by the male and female participants. Together they provide an adequate representation of 
the villagers’ perceptions surrounding the complexity of women’s health agency. A few 
central issues did arise multiple times that did not fit clearly into these themes. These 
predominately included descriptions and specific examples of local corruption and 
personal beliefs relating to traditional practices, including widow burning and dowry.  
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Discussion 
The focus group scenarios clearly engaged a number of villagers in discussions 
about formal and informal channels of local participation, the relationship between 
advocacy and community health, and the concept of women’s health agency. Many 
individuals expressed their belief that participation in this study was an example of their 
advocacy to improve the conditions of their villages and their lives. A number of 
limitations were recognized, however overall, individuals appeared to be largely 
uninhibited in their responses and eager to discuss the given topics. In addition, it seemed 
as though certain subjects, such as autonomy and self-efficacy, were, to our knowledge, 
not previously discussed by the men or women. Thus, the introduction of these issues into 
public conversation was clearly significant as well.  
The following discussion section will summarize the findings within each of the 
four themes deemed relevant to an understanding of women’s health agency. Rationale 
for the specific results will be proposed and similarities and differences to findings in the 
current literature will be highlighted.  
 
Participation 
Overall, it became evident that the villages’ culture encouraged elders, 
particularly elder women, to actively engage in their communities. While few outlined 
outright restrictions to the participation of young women, obvious limitations existed. In 
the majority of the villages, the elder women were especially protective of the young 
women and permission from the mother-in-law was clearly necessary and possibly more 
important for day-to-day activities than permission from the husband. Like the young 
96 
 
 
women, young men exhibited less impetus to involve themselves in advocacy efforts. 
However, the young men, more than the young women, were keenly aware of the 
obstacles they would likely encounter.  
Elder men, like the elder women, were more eager to be extensively engaged, 
particularly in discussion of the problems that exist in their community and the 
limitations to their ability to change their current plight. The elder men, however, seemed 
to be able to provide fewer examples of their actual efforts and accomplishments than the 
elder women. One reason for this may have been the overall sentiment that men had less 
to prove to us than the women, as it was made clear that the study was primarily about 
women’s health agency and political participation. Another reason may be that elder 
women are simply more involved in actual health advocacy efforts than elder men. Both 
men and women believed that women were more in tune to health, education and 
concerns of the family than men and therefore it may be more their societal role to work 
to improve these aspects. Findings from past studies in India similarly emphasized 
greater female presence in the areas of education, health, and familial well-being which 
would affirm this justification.
31
   
An additional explanation suggests that men are more intertwined with both the 
traditional channels of participation and the obstacles of hierarchy and corruption such 
that they are more hesitant to involve themselves in more innovative means of advocacy. 
Among women however, informal means of participation, most notably women’s groups, 
were their primary way of organizing and accomplishing their goals. It has been shown in 
the literature that women’s groups are oftentimes the most accessible channel for women 
to mobilize and participate politically. In other studies discussed, that took place in rural 
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communities with similar demographics, an outside organization most often was 
influential in starting these groups, training women, and promoting goals.
62, 63
 
Interestingly, the most energetic, determined women’s groups uncovered by this study 
were those that formed in villages that had limited outside interventions. These women 
had clear priorities and goals and formed these groups spontaneously to achieve them. A 
number of women however, did mention that they wanted better training and financial 
support for their groups and felt that these aspects would make the groups more 
successful and sustainable. 
Attempts were also made to understand potential differences in participation by 
caste. Interestingly, it seemed that individuals belonging to the lowest, dalit caste and 
individuals belonging to the highest, brahmin caste, seemed to be the most 
knowledgeable about the avenues of participation. In addition, they seemed to be the 
most active participants. Members of the dalit caste were closely tied to the BSP party, 
and felt well represented by Mayawati, the leader of Uttar Pradesh who is also a member 
of the dalit caste. Members of the brahmin caste were the most active in the village 
council and frequently served as the village pradhan. They also tended to be the 
wealthiest in the villages and thus had the greatest access to educational opportunities. In 
part, their higher level of education may have also facilitated their increased participation. 
Further, because of the recent ties between Mayawati and the brahmin caste through a 
number of political appointments, both the dalits and the brahmins feel well represented 
by their regional government. Therefore they seem more eager to participate locally since 
they feel that their requests will be supported by the Uttar Pradesh leadership. 
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Importantly, no individual seemed to feel that his/her caste was a limiting factor in terms 
of participation.  
It was more challenging than anticipated to extract true differences in 
participation between villages that were deemed intervention and non-intervention 
villages by the Saksham study. One expectation, based on an aforementioned study in 
Nigeria, was that participation would be significantly higher in villages that experienced 
a community-based health and empowerment intervention.
52, 53
 Here, members of 
intervention villages did seem to be more aware of the channels of advocacy and more in 
tune to their role as active participants. They also pointed to Saksham as the organization 
that will ensure that their voices are conveyed to the higher government leaders. Likely 
secondary to this, they were less disillusioned as a whole with the local government and 
with their access to health care. However, one village that was formerly a non-
intervention village and was recently transitioned to an intervention village was 
noticeably different from both the intervention and the non-intervention villages. 
Unexpectedly, the women in this village seemed to be even more knowledgeable, 
engaged in the community and aggressive with respect to their goals than those in the 
standard intervention villages. Moreover, their advocacy efforts were more creative, 
independent and overall, more successful than those described by women in other 
villages. This may suggest that international interventions might be better served teaching 
and promoting informal, less traditional means of participation, as opposed to council 
meetings or community board structures. By enabling grassroots formation with outside 
support and encouragement, the women could take greater control over their 
participation, contribute their own goals, and foster its sustainability.  
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Greater understanding of men’s perception of women’s participation and their 
potential efficacy as community leaders was also central to this study. Thoughts on this 
varied, and for the most part were not split evenly by age or education level or between 
intervention and non-intervention villages. Most of the hesitancy towards women’s 
participation and leadership from the men’s perspective was logistical. The men, in 
general, seemed to think that educated women were capable of political leadership and 
advocacy however were limited by certain external circumstances such as distance to 
meetings and safety with unaccompanied travel. Most men thought that women would 
prioritize issues of child care, health and education and would be as successful as men at 
improving conditions in those domains, and possibly less corrupt or easily influenced 
than male leaders.  There were certain other areas such as infrastructure improvement and 
economic development that the men felt they would be more successful at achieving. 
This divide was similar to that shown in past studies. However, in this study there were 
more groups that seemed to think that all issues were both male and female issues, and 
more broadly, community issues, than those that aligned certain issues with one gender.  
 
Autonomy 
 Distinctions between men and women, and possibly more dramatically, between 
young and elder individuals were apparent in the discussions surrounding autonomy. 
There were a few different dominant structures that seemed to especially limit the 
autonomy of young women. The first, and most prominent, is the mother-in-law. As soon 
as young women were married, they moved into their husband’s home. In terms of daily 
functions including movement around the village, participation in community activities 
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and ability to seek health care in the middle of the day, permission from the mother-in-
law must always be obtained. This was clear in all villages, but was especially vocalized 
in hamlets where the majority of participants belonged to the warrior caste. This central 
role of mother-in-laws was emphasized in all focus groups regardless of age and gender 
and it was clear from observations of body language and facial expressions, the dominant 
role the mother-in-law plays in this community.  
 The second limiting figure is the husband. For young women, permission was 
traditionally granted by the husband and the mother-in-law, however, if the husband was 
not available, the consent of the mother-in-law was sufficient. Decisions relating to 
household functions, care of the children, and the family health were more in the domain 
of the mother-in-law than the husband. However, issues of money, business, and politics 
were controlled by the husband, and in some households, the elder male or the father-in-
law. The young men seemed to emphasize their requirement that women obtain 
permission for most things whereas elder men seemed less concerned with this formality.  
 The third structure in these villages that was found to influence autonomy was the 
community. Both men and women expressed the importance of their village community 
in making decisions, and elder women in particular emphasized that their individual 
voices must be unified as a community or else they would not matter. Individuals 
conformed to the norms of their hamlet and their issues, concerns and priorities were 
most often shared. This can be explained by a number of factors. Most villagers within a 
single hamlet were of similar socioeconomic status and caste. They shared the same poor 
infrastructure, relied on the same wells, and the same faulty electricity wiring. Their 
children went to the same schools and they relied on the same health post in Shivgarh. 
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Individual women and men of all ages felt that the only way they could bring change to 
their village was if they worked as a unit. Therefore, when specific questions were asked 
for example regarding individual autonomy to vote for whichever candidate they choose, 
many deferred to the village as a whole and said that it was more important to vote for the 
same person as the other community members than to vote for the person they thought 
might be best. These findings confirmed prior studies also in India that showed that 
women are more likely to link their issues and priorities to those of the entire community 
than to express individual priorities.
 47, 48, 49
 
 It is also noteworthy to examine those women who stood apart and stated for 
example that they would vote for a different candidate from their husbands, or their 
neighbors. These women, in general, tended to be literate, better educated and in their 
mid-30s or early 40s. One might anticipate this to have been the case, however, past 
studies have varied in their descriptions of the relationship between education and 
participation and autonomy. There were also a few men who felt that women had the 
right to decide on their own who to vote for. However here, there was no relationship 
between age or education level. Most often, these men stated that because ultimately they 
do not know exactly who their wife votes for, they cannot have complete control over it. 
The rationale of many of the men was that women were not as well informed about the 
candidates. Interestingly, while many of the women similarly felt that they did not have 
as much access to this information as men, when asked for concrete thoughts on specific 
local candidates, both women and men responded with about equal awareness and 
proficiency.  
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Along these lines, both women and men fairly universally seemed to say that men 
should be the ones to raise important issues and concerns in council meetings or in the 
community. The rationale was that men are simply more aware of these issues and are 
able to better represent them. However, here too, when asked explicitly, women 
described in equal detail and eloquence, the issues that most significantly affected their 
families. Thus, it seems that while women’s knowledge and fluency is perceived to be 
inferior to men’s, their autonomy is more significantly restricted by cultural norms than 
by their actual awareness of the issues and access to information.   
 Autonomy was also assessed in other respects, particularly in terms of a woman’s 
access to education, health care and control over household finances.  Fairly universally, 
men and women believed that girls should have equal access to education and health care 
as boys. Similarly, all men emphasized the need for better prenatal and postnatal care for 
their wives. In terms of money, it seemed that the men had control over whatever money 
was available, but for health needs, either the man or the woman could readily access it. 
Most women said they did not have money to spend for leisure, but this was not because 
their husbands would not allow it but rather because their family did not have it to begin 
with. According to DHS studies, this caveat is deemed central to the realization of 
women’s empowerment. However, it is clear that given the circumstances of the village, 
that either other more achievable indicators must be established to better ascertain this, or 
that the villagers are far from realizing true empowerment given their financial and 
structural limitations. 
Responses in general for these issues relating to autonomy did not differ 
significantly between intervention and non-intervention villages. This finding was 
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somewhat inconsistent with past literature of its kind and to some degree refutes part of 
this study’s hypothesis. Based on past studies, this study hypothesized that through a 
community-based intervention, all of the villagers would be raised to a higher level of 
awareness both to health-related goals, and to the importance of participation. By 
encouraging both men and women to participate both in the administration of the 
Saksham intervention and on its community governing board, one would have thought 
that men’s perceptions of women’s autonomy may have been changed to some degree. 
However, the findings of this study show that responses did not vary significantly for 
either men or women between intervention and non-intervention villages. One reason 
may be that the study had clear goals that were specifically focused on neonatal health. 
The purpose of the community board was to mobilize male and female community 
members’ efforts to improve this, rather than explicitly to improve women’s participation 
and autonomy. Without the actual, formal discussion and education about these topics, 
the strong cultural norms may not be readily displaced. Alternatively, this study may 
have taken place too soon after the Saksham intervention to truly appreciate its long-term 
effects on participation and autonomy.  
Agency/Self-efficacy 
The goal of the scenarios that addressed agency was to better understand both 
women and men’s ability to advocate for themselves and their families in general, and for 
improved health and health-related services. Here, perceptions of both women and men 
were especially important as numerous behavioral studies have shown that the extent to 
which an individual believes he/she is capable of change relates directly to his/her 
success.
55
 In this study, individuals with the greatest sense of self-efficacy tended to be 
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elder women living in the intervention villages. A number of these women were able to 
cite examples of groups of women staging protests, speaking with higher officials or 
launching advocacy campaigns to obtain better services for their village. Most of the 
examples resulted in some degree of success whether it was part of a link road created, 
electricity for a few hours each day, the administration of the Japanese encephalitis 
vaccination to children in the village, or the inspection of the broken water well by the 
local water corporation.  
One village, already discussed in the participation section, that was, until recently, 
a non-intervention village but now is receiving some degree of early intervention by 
Saksham, seemed to have women with the greatest sense of self-efficacy, and with 
examples of concrete achievements. There are a few hypotheses that may explain this. It 
is possible that there was significant spillover from neighboring intervention villages and 
thus, these individuals were potentially more empowered than a non-intervention village 
in another region. Alternatively, they may have been aware to some degree, of the 
interventions in the nearby village and recognized that they had to create their own 
channels to achieve the same successes. Therefore, they had to fight even harder than the 
intervention villages for their achievements and could not rely on Saksham to aid them in 
the same way. This may actually have resulted in more sustainable, successful women’s 
groups as they truly were formed from the bottom-up. Now that the intervention has been 
introduced, these women have a more direct channel for advocacy and seem very eager to 
utilize it. Possibly, these women may have also been more eager to share their 
accomplishments than other villagers, even in the intervention villages, because of their 
largely autonomous success.  
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A key factor ascertained was the degree to which the community, and the society 
as a whole, supports and encourages individual health agency. Overall, the majority of 
individuals, regardless of age, gender, education level and intervention status, were 
disillusioned with the current governing system and found it corrupt, inaccessible and 
excessively hierarchical. Individuals who had received some degree of higher education 
seemed to be the most in tune to the obstacles of the current political and health system 
and therefore were also the most hesitant to fight for change. A minority of individuals, 
usually elder women, did feel that their voice could make a real difference by working 
through the existing structures and were able to cite examples of this. Most young men 
and women felt that the village leaders would not be receptive to their complaints and 
their efforts would not be effective. Elder men consistently described an environment that 
does not facilitate their real participation or advocacy, except in the time of elections 
where everyone makes promises for improved infrastructure and better health systems 
and then no one acts once elected. Thus, it seemed that the structures of the society and 
the governing system actually serve as barriers to advocacy and in turn limit individual 
health agency significantly regardless of gender, literacy status and age. These findings 
affirm the importance, as stated in definitions throughout the literature, of understanding 
the structures and norms of the society in order to appropriately assess the potential for 
women’s agency.  
In this domain, there was a notable difference, as anticipated, between 
intervention and non-intervention villages. The villages that had Saksham as a resource, 
felt that their environment was more supportive of their voice for change than the villages 
without this additional channel. Intervention villages in general felt more favorably 
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towards their village leadership and believed that Saksham was a helpful intermediary 
that rendered the governing structures more accessible and receptive to their needs. 
However, in this spirit, villagers seemed to be more eager to have Saksham function as 
their proxy health advocate than to work on their own to achieve their village’s goals. 
 
Health Systems 
The functioning of the health system, access to health education, and the 
receptivity of health leaders to improve access, resources and affordability of the health 
post, also contribute to an understanding of women’s health agency. In addition, the 
overarching infrastructure that determines ability or inability to access health care in the 
first place is a significant consideration. Consistently, in every focus group, villagers 
provided extensive critiques of their local health post. Specifically, inadequate facilities, 
far distances, no medications, no laboratory for tests, no doctors after the mid-afternoon, 
no emergency services and unaffordable care were the most frequent criticisms. In 
addition, basic infrastructure issues including no paved roads, no street lights or 
electricity and no transportation made the health post inaccessible to most. Lack of 
sanitation and clean water wells in the villages were also thought to be intertwined with 
the inadequate health system. It became clear that the persistence of these problems, 
despite repeated complaints, and the lack of receptivity by the local government leaders 
and local health leaders to fix these problems contributed significantly to the poor self-
efficacy felt by many villagers. 
However, female focus groups did speak favorably about the Asha workers, or the 
community health workers. They felt that although they were unable to reach everyone 
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with prenatal care and vaccines, the situation was significantly better than what they had 
before. In addition, both women and men felt that they required more health education 
and felt that some of it was coming from these community health workers. From the 
responses provided, it did seem that the government health system would be utilized if it 
was perceived to be effective. However, currently, some of the villagers stated that they 
either have to rely on private doctors or jolachobs (“quack” doctors) to receive 
affordable, accessible care.  
Overall, the villagers felt that even if they fought for better health services, the 
health posts would be ill-equipped to provide them, here again affirming the importance 
of understanding the health system in order to gauge women’s health agency. Focus 
groups in both the intervention and non-intervention villages both were equally 
disappointed by the health posts however it seemed that those in the intervention village 
were still more likely to seek care at the posts possibly because the had more knowledge 
of the services offered. It was apparent that the obstacles to reaching the health posts and 
affording the care if they did arrive were the most significant, especially in emergencies. 
These were also the difficulties that the villagers thought to be the most insurmountable. 
It became clear that even the groups that demonstrated the greatest participation, the most 
significant autonomy and the best sense of self-efficacy, felt that they could not achieve 
their health goals because the health system was so inadequate and for the most part, 
resistant to change.  
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Conclusions 
 This study gathered a significant amount of qualitative data which highlighted a 
number of key points, and met the study’s objectives. A greater understanding of 
perceptions and obstacles of women’s political participation was grasped through the 
focus group structure. Targeting both men and women in the discussions was found to be 
crucial both to a comprehensive understanding of the cultural norms of the village and to 
an understanding of the true opportunities afforded to women and the limitations they 
face. It became clear that informal channels of participation, and specifically, 
spontaneously forming women’s groups, were thought, by both men and women, to be 
the best way women could become involved in the political culture and promote health-
related goals. However, the need for greater education and financial support for these 
groups, either from the local government or from international organizations, was 
affirmed. 
 The study hoped to show an added benefit of improved women’s health agency 
among individuals who participated in a community-based participatory health 
intervention. Here, data was quite varied. In some intervention villages, women were 
clearly more aware of the channels for participation and the possibility of taking control 
over their own health and the health of their children, compared with women in non-
intervention villages. However, overall, there was little difference in overall participation, 
autonomy, or the functioning of the health system between the two groups of villages. 
The most interesting finding here was a village that had a newly introduced partial 
intervention in which women demonstrated the greatest self-efficacy and, actual 
achievements in health infrastructure improvement.  It is clear from these findings that 
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community-based health interventions must have explicit women’s empowerment goals 
in order for this to be a byproduct of the study. Further, it is also evident that bottom-up 
mobilization is optimal and most sustainable, especially when supported and nurtured by 
an international study group with a record of a positive presence in the community.  
 Another key finding of this study was the central role of elders, and particularly of 
elder women, in the community. Their role spans that of caretaker, community 
spokesperson, advocate, and family advisor. Given the crucial importance of their place 
in the society, it is clear that efforts to improve the autonomy, participation, and self-
efficacy of young women must include, and likely prioritize elder women.  
 Possibly the most significant finding of this study was the recognition of the 
crucial role that poor infrastructure and the inadequate health system play in limiting 
women’s health agency. An elder woman clearly captured this: “All other things are 
secondary to a healthy atmosphere. We are rural people without proper infrastructure, 
with not even a road. Maybe if we had this basic infrastructure, we would be able to 
participate better and get better care.” This information is particularly important because 
it emphasizes that regardless of the intervention, health or otherwise, if fundamental 
improvements are not made to the living conditions, sanitation system, water supply, road 
structures, and health facilities, neither empowerment nor health related goals can truly 
be obtained in a real, sustainable way. 
 Finally, this study reaffirmed the knowledge that an operational definition of 
agency and women’s health agency in particular, is complex. This study connected an 
understanding of the channels of participation, the cultural norms relating to autonomy in 
the home and the community, self-efficacy and past accomplishments, and the workings 
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of the health system, to provide a multifaceted appreciation of the obstacles and 
opportunities to improve women’s health agency in this community in Uttar Pradesh, 
India. The introduction of these topics into this community’s public discourse was a 
significant beginning to the process of achieving greater empowerment for women.  
 
Recommendations 
 The findings from this qualitative research contributed to the following proposed 
recommendations for future community-based participatory health work in rural northern 
India.  
1) Awareness of the potential channels of advocacy must be heightened particularly 
focusing on young women and young men.  
2) Local groups, NGOs, and international projects must open the channels of 
advocacy and serve as a link for less accessible government structures, but they 
must also transition this role to the villagers to allow for sustainability.  
3) Women’s group formation should be encouraged with specific goals and 
strategies.  
4) Education and literacy efforts should be emphasized and adult education 
particularly for elder women should be encouraged.  
5) Attention must be paid to infrastructure development. True ability to achieve 
health goals and to advocate successfully can only happen if appropriate 
infrastructure (paved roads, electricity, sanitation, clean water) exists.  
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6) Village council meetings, NGO meetings and international project meetings must 
occur closer to the villages. Women especially cannot attend if they are any 
sizable distance away.  
7) Health post resources must be improved. Villagers must feel that they are getting 
the services they require once they reach the post (affordable care, available 
doctors, tests, medication, transport to other facilities if necessary.) 
8) Involvement of young women in health education efforts, in local village council 
meetings and in women’s groups is central to their sustainable participation in 
their community and their confidence to engage in effective advocacy efforts.  
9) Success stories particularly relating to the achievement of health and development 
goals (increased village vaccination rates, improvement of water pumps, road 
pavement), should be publicized to show other women and men that they are 
capable of similar accomplishments. 
10)  Transparency and accountability of local government must be improved. 
Villagers who do choose to vote for candidates that promise to focus on their 
interests must have some degree recourse if this does not occur.  
11)  Efforts must be increased to educate young men in particular, about the 
importance of women’s participation in government and in health decisions. 
12) Women and men should be encouraged to speak openly and publicly about issues 
relating to women’s political participation and autonomy.  
13)  In order to facilitate sustainability, health projects must have an explicit 
component that encourages women’s advocacy, participation and empowerment. 
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Figure 1: BEHAVIOR CHANGE MODEL TO IMPROVE POLITICAL PARTICIPATION AMONG WOMEN IN 
SHIVGARH, UTTAR PRADESH 
Individual 
Perceptions/Barriers 
Motivating Factors Likelihood of Action  Behavior Changes 
Male perspective/husband’s 
control over the household and all 
decision-making 
 
Women’s education and literacy 
 
Women’s perceived ability to 
initiate change through 
participation  
 
Individual woman’s self-efficacy 
 
Women’s caste and socio-
economic status 
 
Family responsibilities and 
cultural gender roles 
 
Male permission for women’s 
freedom to participate 
 
Lack of awareness of channels of 
political expression 
 
Perceived inability to improve 
personal and family health 
outcomes through advocacy 
 
 
 
Ability to improve women’s 
health 
 
Ability to improve children’s 
health 
 
Ability to increase control over 
household decision-making 
particularly as it relates to 
health of the children 
 
Ability to advocate for 
fundamental rights and 
freedoms 
 
Ability to participate in 
community level and national 
level political discussions 
 
Ability to influence local 
allocation of public goods to 
benefit the family 
 
Perception of barriers to 
participation versus 
ability to enable change 
and improvement in 
family health through 
political participation 
Increased political participation 
through formal channels (Running 
for office, party membership) 
 
Increased political expression 
(Participation in community 
meetings, advocacy for key health 
issues, voting in local and national 
elections) 
 
Increased political consciousness 
(Awareness of political structure and 
right to vote, knowledge of key 
issues and channels for participation) 
 
Increased political participation 
through informal channels 
(Membership in women’s groups, 
ability to represent the household in 
decision-making regarding maternal 
and child health) 
 
Increased understanding and 
actualization of the link between 
empowerment and political 
participation  
 
Entire community’s increased 
awareness and attentiveness, and 
lower threshold to respond to health 
issues. 
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Figure 2: IMPACT MODEL: COMMUNITY EMPOWERMENT AND POLITICAL PARTICIPATION OF WOMEN 
TO IMPROVE NEONATAL, CHILD AND COMMUNITY HEALTH 
 
Poor 
Community 
Health  
Maternal and 
Child Health 
Access to and 
Participation in 
Care Practices 
Health 
infrastructure 
Intrapartum 
and 
Postpartum 
Interventions 
Antenatal Care 
Malnutrition and 
Micronutrient 
deficiency 
Family 
Knowledge, 
Resources and 
SES 
Immunizations 
Community Participation 
in Education, Training and 
Project Governing Boards 
Empower Women 
Empower Men 
Family 
Decision-
Making 
SES 
Political 
Participation 
Family 
Decision-
Making 
Economic Control 
Political Participation 
Sexual Empowerment 
Increased knowledge 
and perception of 
control over health 
processes and 
outcomes 
Increased awareness 
and attentiveness by 
men and women to 
health issues and lower 
threshold to act 
Increased advocacy 
and political 
participation for 
improved community 
health  
Improved Neonatal, 
Child and Community  
Health and Survival 
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Figure 3: Map of Uttar Pradesh
84
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Figure 4: CAUSE/IMPACT DIAGRAM FOR PARTICIPATION AMONG WOMEN AND MEN 
 
Participation in NGO 
projects, women’s 
groups, elections and 
household decision-
making 
CAUSES IMPACTS 
Encouraged by 
husband and other 
community members 
Seen benefits and 
influence of past 
participation 
Advocacy and 
voting makes a 
difference 
Women better understand 
household issues and are the 
best advocates in these areas 
It is the right and 
duty of all citizens 
More effective if 
women/men advocate 
together as groups 
The only way to 
change current living 
conditions 
Advocacy successes: 
electricity pole built, small 
bank formed, closer school 
built, JE vaccine for 
children, link road built. 
Candidates elected who 
represent the interests 
of the villagers 
Women gain more say 
and freedom in the 
community and in the 
household 
More knowledge 
and access to health 
resources 
Development of relationship 
with NGO that advocates on 
their behalf 
Improved 
community health 
processes 
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Figure 5: CAUSE/IMPACT DIAGRAM FOR LACK OF PARTICIPATION AMONG WOMEN AND MEN 
 
+
Participation includes but is not limited to village council meetings, women’s groups and NGO board meetings. 
Lack of 
participation
+ 
Corruption of 
government 
officials 
Lack of 
confidence that 
participation will 
make a difference 
Past participation 
with no evidence 
of change or 
government 
responsiveness 
Loss of potential 
income during 
the time of 
participation 
No financial 
reimbursement 
for participation  
Lack of 
education 
Need for permission 
from husband or 
mother-in-law 
Inability to reach 
meeting site 
Poor infrastructure 
(no roads/no street 
lights/no 
transportation)  
No financial 
resources  
Lack of freedom of 
movement for 
young women CAUSES IMPACTS 
Less access to 
available 
resources 
Less overall 
knowledge 
Unaware of new 
government 
services 
Too busy 
working 
Less ability to learn 
about better health 
practices for family  
Less willingness for 
outside groups to 
come back and help 
Inability to teach and 
learn from other 
community members 
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Appendix 1: Focus Group Scenarios for Women  
 
1) There is a woman leader of your village council and the topic of discussion is the 
health of children in the community. Would you attend the meeting? What would 
you say? What would your priorities be? What if there was a male leader? Would 
any of these answers change? (Participation/autonomy) 
2) An international research project is taking place in your community trying to 
improve the health of your newborns. Will you volunteer to sit on the project 
governing board? What will your priorities be? (Participation/agency) 
3) Your child has diarrhea for the 4
th
 time this month. You know that one of the 
problems is the lack of clean drinking water in the community. What do you do? 
Who do you talk to? (Agency) 
4) The health post closest to your home does not have the resources to provide the 
best care for your family. What do you do? How do you make sure your children 
have access to the health services they need? (Health systems/agency) 
5) You need to ask permission to take your child to the doctor. You notice your child 
is sick but your husband (or mother-in-law) is unreachable. What do you do? Can 
you pay for the services and medication your child may need without help from 
your husband (or mother-in-law)? (Autonomy) 
6) You and your neighbors decide to start a women’s group because you think that 
your voice will be better heard if it comes from an organized group. What is the 
group’s priority? What will you most want to advocate for in your community? 
How do you think you can make the greatest difference? (Participation/agency) 
7) You notice that there are some women in the community who always go to town 
meetings and are actively engaged in the debates. Many women in your 
community however are not like this. What makes the women who do participate 
different? (Participation) 
8) You hear rumors of a new vaccination that will prevent a disease in your child. 
You learn that some neighboring villages have it but yours does not. What do you 
do?  (Health systems/agency) 
9) A new election is coming up. You would like to vote but you do not know 
anything about the candidates. How do you find out? What issue in the election is 
the most important to you and will most influence who you vote for? Can you 
vote for a different person than your husband? (Participation/Autonomy) 
10)  You are at a town meeting with your husband. You can raise one issue that is 
important to you and he can raise one that is important to him. What do you think 
the issues would be? Would they be different? (Autonomy/agency) 
11)  A health education campaign teaches you all about prenatal care and need for 
better access to health facilities during childbirth. Now that you know that this 
will improve your own health and the health of your baby, what will you do to 
obtain these services? (Agency/Health systems) 
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Appendix 2: Focus Group Scenarios for Men  
 
1) There is a woman leader of your village council and the topic of discussion is the 
health of children in the community. Would you attend the meeting? What would 
you say? What would your priorities be? What if there was a male leader? Would 
any of these answers change? (Participation/autonomy) 
2) An international research project is taking place in your community trying to 
improve the health of your newborns. Will you volunteer to sit on the project 
governing board? What will your priorities be? (Participation/agency) 
3) Your child has diarrhea for the 4
th
 time this month. You know that one of the 
problems is the lack of clean drinking water in the community. What do you do? 
Who do you talk to? (Agency) 
4) The health post closest to your home does not have the resources to provide the 
best care for your family. What do you do? How do you make sure your children 
have access to the health services they need? (Health systems/agency) 
5) You are away from the home and your wife thinks your child is sick. She takes 
him to the doctor. The doctor tells her to get medicine for the child. She does not 
ask permission from you or from her mother-in-law to take him to the doctor and 
to buy the medicine he needs. What do you do? How would you react? 
(Autonomy) 
6) Your wife wants to become a member of a women’s group to advocate for better 
health for your children. Can she do this? Should she do this? Will you encourage 
her to do this? Do you think this group will be effective? What kinds of things 
would they be able to do most successfully? (Autonomy/agency) 
7) You notice that there are some women in the community who always go to town 
meetings and are actively engaged in the debates. Many women in your 
community however are not like this. What makes the women who do participate 
different? (Participation) 
8) You hear rumors of a new vaccination that will prevent a disease in your child. 
You learn that some neighboring villages have it but yours does not. What do you 
do?  (Health systems/agency) 
9) A new election is coming up. You would like to vote but you do not know 
anything about the candidates. How do you find out? What issue in the election is 
the most important to you and will most influence who you vote for? Can your 
wife vote for a different person than you? (Participation/Autonomy) 
10)  You are at a town meeting with your wife. You can raise one issue that is 
important to you and she can raise one that is important to her. What do you think 
the issues would be? Would they be different? (Autonomy/agency) 
11)  A woman has been elected to represent your village. Can she be an effective 
leader? Will she represent your interests? Do you think she will prioritize health 
issues more than a male leader? What do you think she will prioritize less? 
(Agency/Health system) 
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